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Ixvdn  Army  Comnunity  Hospital  (lACH),  E^ort  Riley,  Kansas,  has  been 
selected  as  one  of  eleven  sites  to  demcnstrate  the  "GateMsy  to 
Care",  or  "Gateway",  program  for  the  D^jartment  of  the  Army  (DA). 
Gateway  is  intended  to  aooompllsh  several  objectives,  specifically 
these  objectives  are;  (a)  to  inprove  access  to  medical  care,  (b) 
to  implcsnent  a  primary  care  delivery  base,  (c)  to  litprove  the 
quality  of  care,  (d)  to  inprove  customer  satisfaction,  and  (e) 
oontain  the  rapidly  escalating  costs  of  medical  care.  These 
objectives  will  be  acoonpllshed  thrtx'gh  the  use  of  managed  care 
ooncepts.  This  represents  a  significant  departure  frcn  the 
existing  military  health  care  system.  As  one  of  the  test  sites 
for  the  Army  Gateway  Program,  lACH  vrill  be  allowed  to  functicr. 
more  llte  a  civilian  Health  Maintenance  Organization  Uhder 

the  Gateway  program,  primary  care  providers  will  become  individual 
patient  health  care  managers  and  "gatekeeprxs"  of  the  health  care 
system.  Since  lACH  lias  an  active  Family  Practice  program,  this 
service  will  beoome  a  focal  point  in  the  Gateway  program.  This 
paper  analyzes  the  current  Family  Practice  program  at  lACH  to 
determine  the  best  method  to  reorganize  the  program  at  lAQl  in  a 
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» 

oost  effective  and  operationally  scxmd  manner.  A  managsd  care 
model  for  the  new  program  and  a  plan  for  Its  lirplementation  are 

discussed.  i 
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Oondltlcns  which  Procnpted  the  Study 

TVo  primary  factors  underlie  the  reasons  for  this  project. 

He  first  was  a  proactive  interest  on  the  part  of  the  ocmTiand 
group  at  Irwin  Army  Comunity  Hospital  (IA2H),  Fort  Riley,  Kansas, 
to  evaluate  the  effectiveness  of  the  existing  anixilatory  care 
program.  The  oorimand  group  takes  pride  in  ensuring  that  high 
quality  health  care  is  provided  to  the  Fort  Riley  community  at  the 
lowest  possible  cost.  The  staff  at  lACH  has  already  made 
significant  strides  in  reducing  costs  through  examination  and 
modification  of  current  prrgrams,  sucfi  as  an  Alternate  Use  of 
Civilian  Health  and  Medical  Program  of  the  Uhifcrmed  Services 
(CHWFUS)  F\jnds  proposal  to  capture  101  Same  Day  »<urgeries  in 
1991.  The  actual  volume  in  January  and  February  1991,  the  first 
two  months  of  the  program,  yielded  191  cases;  nearly  double  the 
estimated  annual  program. 

The  second  factor,  and  perhaps  the  most  significant,  was  the 
designation  cf  the  Fort  Riley  Army  Medical  Department  (MEEDAC)  as 
a  test  site  for  the  Department  of  the  Army  (DA)  Gateway  to  Care 
(or  Gateway)  initiative.  This  initiative  is  largely  the  result  of 
the  study  done  by  Colonel  Douglas  A.  Brae.-idel  (1990)  that  proposed 
the  military  medical  system  restructure  to  more  closely  resemble  a 
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civilian  Health  Mainteranoe  Organization  (JWO)  and  actively 
pursue  managed  care.  By  restructuring  in  this  nemer  he 
anticipates  that  the  military  medical  department  could  reduce  the 
rate  of  increase  in  health  care  ejqp^iditures  throug^i  capitated 
funding;  and  better  meet  the  needs  of  the  beneficiary  population 
by  expanding  the  prinwry  care  mission. 

The  Gateway  program  places  a  greater  emphasis  on  the 
significance  of  the  primary  care  provider  (PCP).  This  enphasis 
includes  the  increased  use  of  the  PCP  in  providing  care  and  in 
managing  the  care  of  assigned  patients.  Family  Practice  is  a 
prJjiary  care  specialty  that  is  well  suited  to  both  providing 
pruiary  care  and  managing  the  health  care  needs  of  the  patient. 
These  providers  can  handle  a  wide  case  mix  since  they  have  some 
additional  training  in  other  specialties  such  as  general  internal 
medicine,  general  surgery,  and  obstetrics  and  gyneoology.  By 
the  nature  of  their  specialty,  they  are  already  more  skilled  in 
the  management  of  their  patients'  health  care.  Becaiise  of  these 
skills.  Family  Practice  will  beoome  a  focal  point  in  the 
ijtplementation  of  the  Gateway  Program. 

If  the  Family  Practice  program  is  to  assume  a  larger  role  in 
the  ambulatory  care  of  the  lACH  beneficiary  population,  the 
program  needs  to  be  structured  to  meet  the  expanded  role.  This 
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paper  examines  the  existing  Family  Practice  pnagtam  and  mekes 
iBoommendations  for  restructuring  the  progtam. 

Statement  of  the  Management  Problem 
lACH  forecasts  a  capitated  funding  system  in  the  near  term 
and  an  expanded  prinary  care  mission.  The  use  of  resources  for 
outpatient  visits  nest  be  carefully  managed.  In  particular,  what 
is  the  most  cost  effective  and  operationeilly  sound  way  to  provide 
Fairdly  Practice  services? 

Review  of  the  Literature 
Background 

The  rising  costs  of  health  care  In  the  Urdted  States  is  an 
area  of  oorsiderable  concern.  This  concern  has  led  to  tlie 
government  developirg  and  iirplementing  the  prospective  payment 
system  known  as  the  Diagnosis  Related  Groups  (LRGs)  in  an  effort 
to  contain  the  costs  of  inpatient  care.  Most  private  third  party 
payers  have  also  adopted  the  DRG  system.  The  net  result  of  the 
ijiplementatian  of  prospective  payment  has  been  to  slow  the  rate  of 
growth;  however,  cost  increases  in  health  care  have  still  exceeded 
the  rate  of  growth  of  th?  Gross  National  Product  (GW)  to  the 
point  where  health  care  expenditures  represent  over  12  percent  of 
the  G-JP  (Braerdel,  1990;  Coile,  1990). 
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Despite  the  limitad  suocess  of  the  DBG  system,  Ccrgress  has 
dirocted  the  Department  of  Defense  (DCD)  to  adopt  the  DBG  system 
in  determining  the  funding  of  military  medic3l  treatment 
facilities.  The  DBG  system  was  to  have  been  implemented  in  Fiscal 
Year  (FY)  1989.  Due  to  several  differences  between  the  military 
and  civilian  resnuroc  aooounting  mechanisms,  and  unique  health 
service  requiremants  for  the  military  in  general,  DRGs  have  not 
yet  been  implemented.  There  is  no  definitive  date  when  DRGs  will 
be  used  in  the  military  health  care  system  thou^  they  are 
currently  partially  Implemented;  however,  a  DRG  based  model  will 
beocme  the  yardstick  for  measuring  the  econatry  of  other  funding 
methods  such  as  the  capitation  system  to  be  used  by  the  Gateway  to 
Care  program. 

one  of  the  reasons  for  the  nontinuing  increases  in  overall 
costs  has  been  the  shift  of  costs  from  inpatient  care  to 
outpatient  care  (Coile,  1990).  Initiatives  on  the  pai't  of  the 
health  care  Industry  to  recapture  revenues  lost  in  the  inpatient 
setting  have  largely  been  directed  at  increasing  n^venues  through 
outpatient  services  where  payments  are  rtill  generally  on  a 
fee-for-servioe  basis.  This  is  evidenced  through  the  increase  in 
the  number  of  independent  outpatient  clinics  and  tiie  provision  of 
some  services  (e.g.  minor  surgery  such  as  diagnostic  biopsies)  in 


Family  Practioe 
7 


an  outpatient  setting.  At  the  same  time,  health  care 
ocganlzaticns  have  actively  sought  to  increase  and  capture  the 
volume  of  these  outpatient  services.  An  example  of  the  dramatic 
increase  in  the  volime  of  outpatient  visits  is  demonstrated  by 
Gunn  (1990)  where  he  reports  that  the  minber  of  outpatient  visits 
increased  40.2  percent  in  Michigan  from  1985  to  1988.  Coile 
(1990)  states  that  inpatient  adknlssions  declined  from  1983  to  1988 
and  increased  only  .5-1.0  percent  in  1988  and  will  increase  1-2 
percent  through  Ihe  early  1990's.  Ambulatory  care  is  expected  to 
grow  fron  7-15  percent,  depending  on  the  specialty.  The  net 
effect  has  been  a  lower  cost  per  procedure,  but  higher 
expenditures  for  health  care  overall. 

Oongress  reoognized  this  shift  in  costs  to  the  outpatient 
setting  and  directed  a  study  to  develop  a  prospective  paym^t 
system  for  physician  services.  This  study,  conducted  at  Harvard 
university,  led  to  the  development  of  the  Resource  Based  Relative 
Value  Scale  (RBRVS)  which  will  be  implemented  in  the  civilian 
health  care  sector  in  1992.  This  system  will  permit  the 
Government  to  set  a  fixed  rate  of  reiirlAirsement  for  outpatient 
care  for  Modicare/Madicaid  participants.  It  is  anticipated  that 
the  use  of  this  prospective  payment  syston  will  help  to  reduce  the 
rate  of  increase  of  outpatient  costs  as  the  DRG  system  has  helped 
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tn  riB±x3e  the  rate  of  increase  of  costs  in  ths  Ir^atient  setting. 
Ihe  use  of  the  RBRVS.  like  the  ERG,  as  a  proqjective  payment 
systun  win  likely  become  the  yardstick  for  measurii^  the  economic 
use  of  rescurces  in  the  ambulatory  care  settii^. 

Defense  spending  is  already  under  close  scrutiny  for 
reductions.  It  is  reasonable  to  assime  that  Oor^ress  will  mandate 
of  the  RBRVS  in  the  OQD  health  care  system  ac  they  have 
required  the  use  of  ERGs.  With  the  Inplementation  of  ERGS  and  tte 
RBRVS,  mintary  medical  facilities  win  have  to  adapt  to 
decreasing  funding  on  an  individual  visit  basis  while  malntalnlrg 
the  saie  health  care  services  for  the  beneficiary  population. 

This  will  undoubtedly  ^nrk  an  evolution  in  the  organizatlcn  arrJ 
management  of  mintary  medical  treatment  facintles  such  as  that 
suggested  by  Braendel  (1990). 

There  are  already  several  projects  underway  to  test  nethods 
to  reduce  CHAMRB  spending  in  the  Department  of  tte  Army.  Soie  of 
these  projects  include;  three  programs  under  tin  CHAMPU5  Iteform 
Initiative  (OH);  Primary  Medical  Care  of  the  Uhiformed  Services 
(PRIMS);  the  military/civlllan  Health  Services  Partnership 
Program;  the  Veterans  Adninistration  (VA)/DOO  Sharii^  Agreements; 
and  two  Catchment  Area  Management  (CAM)  projects.  The  nost  recent 
program  designed  to  reduce  health  care  spendirg  is  tin  Gateway  to 
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CaiB  program  that  will  be  instituted  in  eleven  Arny  Medical 
Treatment  Facilities  (MTFs).  As  stated  earlier,  Irwin  Army 
Qaimunity  Hospital,  is  one  of  those  test  sites.  This  program  will 
cause  a  restructuring  of  the  health  care  delivery  system  to  more 
closely  rcsoitole  civilian  managed  care  models. 

^terejged_CMe 

There  is  no  single  definition  of  "managed  care."  However, 
the  basic  philosophy  behind  the  ooncept  of  managed  care  is  to 
assure  the  appropriateness  and  inprove  the  quality  and  cost 
effectiveness  of  health  care  delivery  through  the  management  of 
the  care  provided  to  the  individual  patient.  Health  care 
organizations  that  ascribe  to  managed  care  aooonplish  these  goals 
through  a  variety  of  techniques.  Braendel  suggests  these 
techniques  irtclude,  but  are  not  limited  to:  ".  .  .  quality 
assurance,  utilizaticri  nonagement,  peer  review,  provider 
selecrtion,  patient  exist  sharing,  capitation  and  other  provider 
incentive  plans."  (p.  19) 

Quality  assurance  involves  ensuring  that  the  patient  care 
provlcJed  is  appropriate  to  the  diagnosis  and  necessary  for 
facilitating  recovery.  Managed  care  6obs  not  mean  the  cheapest 
care  without  regard  to  cjuality.  Quality  standards  are  an 
essential  elcsncjnt  in  selecddng  the  appropriate  type  and  2cvcl  of 
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care.  Quality  assurance  Is  well  Implemented  in  the  Inpatient 
setting  and  is  expanding  Into  the  outpatient  setting.  Coile 
(1990)  naintains  that  the  quality  of  health  care  delivered  by  an 
organi2ation  or  provider  Is  a  key  element  to  the  suooess  of 
attracting  and  keeping  customers.  Witliin  the  military,  programs 
are  in  place  for  evaluating  the  quality  of  care  within  the  MTF, 
but  there  is  little  done  to  evaluate  the  quality  of  care  provided 
by  civilian  sources  (Bcaendel,  1990). 

Utilization  management  is  a  sub-function  of  quality 
assuranoe.  Through  utilisation  management,  the  provider  has  a 
tool  to  evaluate  the  use  of  resouroes  to  ensure  their  cost 
effectiveness  and  appropriateness.  Utilization  management  can 
involve  prospective  techniques;  such  as  preoertlflcatlon  before 
care  is  obtained;  concurrent  review,  to  determine  if  resources 
that  are  being  used  are  neoessary;  or  retro^jectlve  review, 
evaluating  if  resouroes  were  used  appropriately  after  the  fact. 
Through  the  development  of  standards  of  care,  a  benchmark  can  be 
applied  to  a  specific  case  to  determine  if  the  care  given  to  a 
patient  over  or  ’jndcr  utilizes  resouroes.  Coile  (1990)  advocates 
the  developrcnt  and  lise  of  national  standards. 

Provider  selection  allows  the  managed  care  organization  to 
control  which  health  care  providers  the  Individual  patient  sees 
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for  txBatment.  In  many  managed  care  corganizations,  the  patient  is 
permitted  to  choose  a  PCP  vho  is  re^xxisible  for  providing  primary 
care  and  referring  the  patient  for  specialty  care  to  specific 
providers  already  affiliated  with  the  organizaticn.  In  this 
nonner,  fees  to  the  providers  can  be  negotiated  before  patients 
are  referred  and  the  most  conpetitlve  pricing  is  obtained. 

Bender,  Geoghegan,  Lundqulst,  Cantone,  and  Krasnick  (1990)  suggest 
that  hospitals  develop  their  own  primary  care  referral  networks  as 
a  method  of  increasing  their  market  share  of  admissions. 

Patient  cost  sharing  is  one  way  to  dlsoourage  the  patient 
from  overusing  health  care  resources.  All  managed  care  plans 
require  the  patient  to  share  the  costs  of  health  care  through 
deductibles  and/or  copayments.  (Braendel,  1990)  These  deductibles 
and  oupaymoits  vary  from  plan  to  plan  in  terms  of  how  imxh,  and 
for  wtBt  services,  the  patient  must  provide  seme  "out  of  pocket" 
e>q»^9e.  This  provides  a  financial  Inoentlve  for  the  individual 
to  minimize  the  use  of  the  health  care  system. 

The  use  of  capitation  as  a  prospective  funding  method  is  one 
way  to  encourage  the  economic  use  of  health  care  resources  ty 
providers.  Capitation  is  a  method  of  paylx^  a  provider  or 
organization  a  set  rate  each  month  on  a  per  capita  basis  to 
provide  for  the  health  care  needs  of  a  defined  patient  population. 
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Itiis  places  the  provider  at  sore  financial  risk  if  the  costs  of 
the  health  care  provided  exceed  the  rate  of  capitation  since  the 
excess  funds  needed  must  come  from  the  provider's  own  assets. 
Alternately,  the  provider  can  make  money  if  the  costs  of  the 
health  care  provided  are  less  than  the  rate  of  capitatlcn.  Seme 
managed  care  plans  use  capitation  as  a  method  of  enoouraging  the 
provider  to  make  the  most  effective  use  of  resources.  Other  plans 
may  use  some  other  financial  Inoentlve,  ajch  as  profit  sharing,  to 
enoourage  oost  effectiveness. 

Ooile  (1990)  presents  an  exoellent  sunnary  of  the  three  basic 
arganizatiorol  models  of  managed  care.  These  ncdels  are  the 
Health  Maintenance  Otg^izatlons,  the  Preferred  Rcovlder 
Organizations  (PPO),  ■  ne  ^(elusive  Provider  Arrangements 
(EPA).  While  the  basic  puxxx3se  is  relatively  the  same,  i.e., 
nonaglng  patient  care,  each  model  has  sane  unique  features. 

An  iM)  system  provides  a  defined  scepe  of  services  for 
enrollees  for  a  prospecjtively  set  premiun.  HMDs  have  been  in 
existore  since  the  1940' s  and  were  c^riginally  established 
centered  around  major  medical  groups.  Sane  HMDs  now  own  their  C3wn 
hospitals,  but  the  current  trend  is  to  act  as  service  brokers  and 
cxntrac:t  with  provider  groups,  such  as  Individual  Provider 
Assex^ations  (IPA)  and  hospitals.  Acxnrding  to  Coile  (1990)  this 
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trend  vrLU  oontinue  In  the  future  and  IK>s  and  PFOs  will  blend 
into  mancged  care  plans  that  have  "...nultlple  buyer  options, 
squared  oontzol  systens,  and  interlocking  provider  networks.”  (p. 
134) 

FPOs  also  provide  a  network  of  providers  and  hospitals,  but 
th^  do  not  contract  for  full  responsibility  for  a  defined  soope 
of  servioes.  Ihey  negotiate  preset  prioes  at  a  discx^unt  with 
providers  and  hospitals  and  broker  these  servioes  to  insurance 
oonpanles,  enployers,  the  government,  and  other  imjcr  buyers.  Ihe 
incentive  for  the  patient  is  to  se^  care  from  the  providers 
associated  with  the  RPO  in  order  to  have  all  of  the  servioes  paid 
for  by  the  plan.  If  an  enrollee  seeks  care  from  a  provider  that 
is  not  in  the  PPO  network,  tiie  patient  will  usually  have  to  pay  a 
copayment  as  a  penalty.  Ooile  (1990)  states  that  PFOs  have 
acquired  an  equal  number  of  enrollees  as  mOs  and  that  the  trend 
is  for  PPOs  to  grow  at  a  faster  rate  than  HMDs  in  the  19905. 

EPAs  are  similar  to  ITQs,  but  they  have  generally  been 
associated  with  very  large  businesses  that  are  self  insured. 

Ihese  ocnpanies  contract  on  their  own  within  the  health  care 
industry.  In  this  manner  th^  can  tailor  the  servioes  they 
oontract  for  based  on  the  experience  of  their  employees.  The 
contracts  are  also  "experienoe  based”  rather  than  ”oonmjnity 
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based”  in  order  to  get  the  best  prices  for  the  services  they  need. 
The  incentive  to  the  enftlqyees  to  stay  with  the  providers  within 
the  provider  netwark  of  the  EPA  is  to  have  access  to  a  broader 
range  of  covered  benefits  and  services. 

Military  Health  Care 

Braendel  (1990)  states  that  the  military  direct  health  care 
system  has  neny  resemblances  to  a  staff  model  HMD,  an  WD  that 
owns  its  own  facilities  and  salaries  its  staff,  the  military 
direct  care  system  is  very  nuch  like  a  staff  model  IM)  for  the 
service  member.  All  care  is  provided  through  the  direct  care 
system.  If  care  is  not  zeaoansbly  available  In  the  direct  care 
sfystem,  care  is  provided  through  the  civilian  sector  at  no  cost  to 
the  service  member. 

Hcwever,  with  the  inclusion  of  dependents  and  retirees  as 
eligible  beneficiaries,  the  direct  care  system  could  not  meet  the 
demands  of  the  beneficiary  populaticn.  As  a  result,  since  the 
1950’s  the  gcTverrment  has  provided  insurance  coverage  through  the 
CHAMRJS  for  care  provided  to  d^endents  and  retirees  from  the 
civilian  sector  if  medical  care  is  not  available  to  them  from  the 
direct  care  system.  The  CHAMPUS  eptien  ma)<es  the  military  health 
care  system  more  of  an  "open-ended"  H4D  for  these  beneficiary 
grtxjps.  An  open-ended  »0  allows  the  baTeficiary  to  leave  the 
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network  of  WO  providers  and  still  pays  a  large  part  of  the  costs. 
While  there  are  some  restrictions  on  the  civilian  care  these 
beneficiaries  can  use  with  CHAMFUS  reimbursement,  most  ambulatory 
services  are  available  to  them  if  they  are  willing  to  pay  some 
"out  of  pocket"  oosts. 

Figure  1  depicts  the  curtBnt  methods  a  military  medical 
beneficiary  nay  obtain  health  care  servioes.  As  can  be  seen  in 


Insert  Figure  1  ^30ut  here 


the  diagram,  a  beneficiary  can  freely  aooess  either  the  direct 
care  system  or  civilian  care  system  (straight  arxws).  Referrals 
to  other  providers  once  the  patient  is  in  the  system  can  be  made 
with  few  restrictions  (curved  arrows). 

The  OJAMPUS  eligible  baieflcleu:y  pays  a  small  penalty 
(deductible  and  copayments)  for  accessing  the  civilian  system 
regardless  of  whether  or  not  the  beneficiary  was  referred  by  a 
direct  care  system  provider.  Ihere  is  a  possibility  for  a  much 
higher  penalty  (the  beneficiary  nust  pay  for  all  care)  if  the  care 
was  for  Inpatient  services  and  the  patient  had  not  obtained  a 
non-availability  statement.  For  ambulatory  care  there  are  very 
few  restrictions  on  the  type  of  care  that  the  patient  can  obtain. 


•  • 


•  •  •  •  • 


Family  Pracrtics 
16 


» 


lit  adrUtion,  there  are  generally  no  requirements  for 
non-aval  lability  statements  before  seeking  ambulatory  care. 

C31AMRJ5  will  cost  share  all  allowable  charges  for  ambulatory  care 
regardless  of  vto  determined  the  need  for  care. 

Itie  service  member  does  have  a  requirement  to  se^  care  from 
the  direct  care  system  if  the  military  system  is  expected  to  cover 
the  costs  of  the  care  received.  This  is  true  for  both  Inpatient 
and  outpatient  care,  except  in  the  case  of  bona  fide  emergencies. 
If  a  service  member  obtains  medical  care  without  being  referred 
by  a  provider  from  the  direct  care  system  then  the  service  member 
could  be  held  responsible  for  the  entire  amount  of  the  bill.  If 
the  servlae  member  is  referred  to  a  civilian  source  due  to 
unavailability  of  the  service  in  the  direct  care  system  then  the 
costs  are  paid  for  by  special  operating  funds  called  Supplemental 
Care  FUnds. 

By  providing  civilian  health  insurance,  dependents  and 
retirees  can  option  out  of  the  direct  care  system  and  seek  care 
directly  from  civilian  sources.  Ihe  patient  pays  a  penalty  in  the 
form  of  a  yearly  deductible  and  a  peroa^tage  share  of  costs  (about 
20  percent  of  subsequent  costs)  after  the  deductible  has  been 
reached.  There  is  also  a  "catastrophic  care"  clause  that  limits 
individual  family  "out  of  pocket"  costs  to  $1,000.  The  deductible 
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Is  now  $150  per  individual  or  $300  per  family.  IMs  is  a 
significant  increase  fran  the  $50/$150  deductible  In  effect  during 
Braendel’s  study,  but  not  as  high,  in  seme  cases,  as  the  increase 
he  suggested  was  necessary  to  act  as  a  financial  disincentive.  He 
suggests  that  .5  percent  of  the  service  member's  base  pay  per 
individual  or  1  percent  per  family.  For  example,  an  E5  with  over 
six  years  of  service  would  have  to  pay  $76.08  per  individual  or 
$152.16  per  family  as  an  annual  deductible  ($15,216  annual  base 
pay  times  .5  and  1.0  percent  respectively).  An  04  with  over  14 
years  pay  would  have  an  airual  deductible  of  $200.70  per 
individual  cr  $401.40  per  family.  Despite  current  efforts  to 
provide  a  financial  disincentive,  many  dependent  and  xetlxee 
beneficiaries  use  the  OIAMRJS  option  to  seek  civilian  care  in 
order  to  avoid  the  perceived  long  waiting  times  to  be  seen  for 
care  on  a  "space  available"  basis  in  the  direct  care  system. 

With  an  inczeaslng  d^endent  and  retiree  beneficiary 
pcpulaticn,  and  insufficient  resources  to  acoomodate  them  in  the 
direct  care  system,  CHAMRJ5  oosts  increased  to  over  $543  million 
for  outpatient  visits  in  1987  (Hudak,  1990).  The  overall  oosts 
for  CHAMRJS  have  prompted  the  military  departments  to  look  for 
ways  to  reduce,  or  at  least  contain,  aiAMPUS  spending.  Most  of 
these  initiatives  have  been  aimed  at  returning  QIAMRJS  eligible 
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beneficiaries  to  the  direct  care  system.  Some  ba^e  been  directed 
at  lowering  the  cost  of  care  obtained  from  the  civilian  sector 
throu^  special  contracted  rates.  In  addition.  In  1988  OIAMRJB 
payments  for  Ir^patient  care  changed  from  a  fee-for-servloe  basis 
to  a  CRG  basis. 

Few  of  the  CHAMIUS  cost  containment  strategies  have  used 
managed  care  as  their  basis.  Until  the  amounoemait  of  the 
Gateway  program,  none  of  the  initiatives  placed  the  enphasis  of 
managed  care  in  the  prineiy  care  arena.  Gateway  represents  a 
significant  departure  from  the  traditional  model  of  military 
medical  care  as  explained  below. 

Gateway  to  Care  Program 

Details  on  the  specific  Inplementation  of  the  Amy  Gateuay  to 
Care  pioyram  are  somewhat  limited  since  the  ixplementation  is 
d^jendent  on  the  needs  and  capabilities  of  eac^  individual  Gateway 
site.  Ihe  primary  distinctions  between  Gateway  and  other  DOO  or 
DA  cost  containment  programs  lie  in  the  method  of  health  care 
delivery  and  the  mechanism  for  funding  Arny  MTFs.  This  program 
structures  the  Army  health  care  delivery  system  to  more  closely 
resemble  civilian  HMD  nonaged  care  models. 

Gateway  is  Intended  to  accomplish  several  cbjecti\’es, 
specifically  these  objectives  are:  (a)  to  inprove  aooess  to 
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medical  care,  (b)  to  iirplement  a  primary  care  delivery  base,  (c) 
to  ijqprove  the  quality  of  care,  (d)  to  inprove  customer 
satisfaction,  and  (e)  contain  the  rapidly  escalating  costs  of 
medical  care-  The  Gateway  program  will  aooonplish  these 
objectives  through  several  key  changes  to  the  current  Army  health 
care  system. 

First,  Gateway  will  auoU  beneficiaries  in  the  program.  The 
enrollment  will  essentially  be  a  contract  between  the  beneficiary 
and  the  Gateway  site.  The  enrollee  will  agree  to  abide  by  the 
nxles  of  the  system  and  remain  with  the  program.  The  Gateway  site 
will  agree  to  take  care  of  the  health  care  needs  of  the  enrollee. 
This  will  permit  the  Gateway  site  to  form  a  better  demographic 
database  of  the  needs  of  the  beneficiary  population*  and  provide 
the  population  base  for  negotiation  with  civilian  providers  for 
special  rates. 

The  Army  has  not  yet  directed  mandatory  enrollment  in  the 
Gateway  program  at  the  test  sites.  Slrxoe  enrollment  will  not  be 
mandatory,  beneficiaries  may  chose  not  to  enroll.  Those  CHAMFUS 
eligible  beneficiaries  who  are  not  enrolled  will  contL  ue  to  use 
the  existing  delivery  system  as  explained  earlier.  Special 
"benefits  packages"  will  be  developed  at  each  site  to  encourage 
enrollment. 
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ore  of  the  principle  benefits  that  will  be  octimcn  at  all 
sites  will  be  a  guarantee  of  easier  accE^ss  to  care.  This  will  be 
aocctiplisl'ied  by  establishing  a  network  with  specialty  care 
providers  near  the  local  site.  These  pnavlders  will  be  oontnactod 
by  the  Gateway  site  to  provide  care  to  enrollees.  Special  direct 
care  staff  members  titled  "Health  Care  Finders"  will  be  used  to 
locate  the  most  iimiediately  available  appointment  for  Gateway 
enrollees.  Another  oannon  benefit  will  be  the  use  of  "Advice 
Nurses"  that  can  be  contacted  24  hours  a  day  to  answer  questions 
an  enroUee  has  ooncemlng  his  or*  her  health  care.  The  use  of 
Health  Care  Finders,  Mvioe  Nurses,  and  a  network  of  providers 
should  significantly  iirprove  access  to  care  for  the  enrollee. 

In  addition  to  providing  advice  to  patient  queries,  the 
Advice  Nurse  acts  in  a  triage  c^jacity.  When  a  patient  calls  with 
a  health  care  problem  the  Advice  Nurse  will  assess  the  patient’s 
stated  symptonts  and  make  a  determination  whether  or  not  the 
patient  needs  to  see  the  designated  PCP.  The  Advice  Nurse  will 
use  a  set  of  protoools  that  have  been  developed  to  direct  the 
patient  in  self-care,  if  appropriate,  or  will  schedule  an 
appointment  with  the  PCP,  Braendel  (1990)  states  that  this  is  a 
technique  oaiim  ily  used  by  HMDs  to  help  reduce  the  number  of 
unnecessary  appointments  thereby  saving  provider  time  and  costs. 


Family  Practioe 
21 


EiTToUaBs  will  select  a  FCT  vtx)  acts  as  the  patient's 
principal  point  of  entry  Into  the  health  can'  system.  This 
provider  may  be  a  family  practitioner,  a  general  medicine 
^3eciali£>t,  a  generar  internal  medicine  ^jecialist,  a 
pediatrician,  or  possibly  an  obstetrician,  anith  and  Buesching 
(1986)  argue  that  primary  care  should  be  a  matter  of  functional 
definition  rather  than  medical  specialty.  Using  this  approach, 
primary  care  characteristics  Include  ready  access  to  care, 
continuity  over  tlxre,  oorrprehensiveness,  coordination,  and 
personalized  care.  Ihis  the  same  approach  used  in  Amy  MTFs  for 
Family  Practice  and  the  Gateway  to  Care  program.  The  use  of  a 
designated  PCP  should  enhance  quality  care  since  there  will  be 
better  continuity  of  care  with  ore  provider  more  closely 
monitoring  a  patient  (Parsons,  Barnes  and  Higley,  1989;  Shortell, 
Wickizer,  Urban,  Williams,  &  Dowling,  1982). 

There  is  support  in  the  literature  that  having  a  designated 
PCP  can  Ijrprove  customer  satisfaction  because  of  a  closer 
patlent/physiclan  relationship.  For  exanple,  in  a  study  done  of  a 
pilot  program  in  Kansas  that  est^llshed  primary  care  providers 
for  Medicaid  rcscipients.  Levy  (1985)  found  that  46  peroent  of  the 
recipients  were  more  satisfied  with  the  health  care  they  received 
after  they  had  a  designated  PCP;  another  42  peroent  said  that  they 
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vere  as  satisfied  as  before  the  change.  Parsons,  et  al.,  (1989), 
state:  "Ihis  strengthening  of  the  physician/enmllee  relationship 
inproves  the  image  and  marketability  of  the  }M>  and  of  the  health 
centers  within  the  IMJ"  (p.  130). 

Onoe  the  patient  initially  seeks  care,  the  PCP  then  makes  the 
determination  if  other  care  from  a  specialist  is  required  for  the 
patient.  The  PCP  acts  as  a  "gateke<^3er"  to  additional  care;  the 
enrollee  nust  agree  to  accept  the  limitations  to  "freedom  of 
choice"  in  seeking  care.  Family  practice  will  provide  over  one 
third  of  the  PCPs  for  the  Gateway'  program  at  lACH.  This 
substantially  changes  the  method  of  access  to  the  health  care 
system  as  deleted  in  Figure  2. 


Insert  Figure  2  about  here 


The  diagram  shows  that  the  beneficiary  must  enter  the  health 
care  system  through  the  PCP  (single  arrow).  The  PCP  decides  if 
there  is  need  for  care  beyond  the  PCPs  scope  of  practice  and 
coordinates  for  the  additional  services  with  a  specialist  that  is 
within  the  plan  (multiple  arrows).  This  noy  be  a  specialist  that 
is  a  part  of  the  direct  care  system,  or  a  civilian  provider  that 
has  bcjcn  contracted  to  provide  special  rates.  Aymond  and  Doty 
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(1990)  paint  exit  that  a  FCP  initiating  a  referral  is  not  really  a 
new  phenanenon.  The  PCP  has  always  been  a  major  origin  paint  of 
referrals.  However,  the  focus  of  the  PCP  in  an  is  to 
critically  examine  the  need  for  additional  care  and  try  to 
eliminate  unnecessary  duplication  of  effort  if  specialty  care  is 
not  truly  needed.  This  role  is  enhanced  in  the  Gateway  model 
since  the  specialist  must  ooondinate  additional  care  (such  as 
costly  diagnostic  tests  and  procedures)  for  the  patient  with  the 
PCP  rather  than  assuning  full  re^xytsibllity  for  the  care. 

By  eliminating  unnecessary  referrals  to  specialty  care 
providers  there  is  a  possibility  for  some  cost  savings.  Levy 
(1985)  found  in  his  stuc^  that  the  Medicaid  enrollees  who  selected 
a  PCP  did  show  a  snail  cost  savings  and  had  fewer  specialty 
referrals  than  those  who  did  not  select  a  PCP.  Hurley,  Framd, 
and  Gage  (1991)  reviewed  several  studies  where  gatekeepers  were 
used  and  found  that  savings  ranged  from  0  to  15  percent.  In  some 
of  the  studies  they  reviewed,  the  savings  from  specialty  visits 
were  offset  in  additional  primary  care  visits.  However,  primary 
care  visits  offset  specialty  visits  only  in  those  cases  where  the 
PCP  vras  paid  on  a  fee- for-servioe  basis.  Therefore,  if  capitation 
is  the  funding  of  choioe,  there  should  not  be  an  offset  increase 
in  primary  care  visits. 
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Havli^  an  assigned  PCP  has  also  been  shown  to  substantially 
decrease  the  nunber  of  emergency  room  visits  by  patients  (Hurley, 
et  al.,  1991).  Burger  and  Woloott  (1977)  stated,  "The  cannon 
dencminator  for  the  enormous  increase  in  Ebergenc^  Roan  visits  for 
non-emergency  medical  problems  has  been  the  decline  of  the  primary 
care  physician"  (p.  357).  Gunn  (1990)  reaffirms  that  belief  by 
stating  that  about  60  percent  emergency  room  visits  are 
essentially  outpatient  visits  provided  on  a  twenty  four  hour 
basis.  Reductions  in  health  care  costs  by  reducing  emergency  room 
visits  are  apparent  v^ien  the  higgler  costs  of  emergency  room  visits 
ate  considered  (e.g.,  Chesteen,  Warren,  &  Woolley,  1986). 

Another  method  bo  encourage  Gateway  sites  to  make  the  most 
effective  use  of  resources  will  be  to  use  capitation  based 
funding.  Each  Gateway  site  will  receive  a  set  rate  per  month  per 
Gateway  enrollee.  TTe  overall  capitation  rate  per  beneficiary 
may  include  CHAMRJS  as  well  as  regular  Operations  and  Maintenanoe, 
Army  (CMA)  funds.  The  objective  is  to  stop,  or  reduce,  the  rate 
of  increase  of  health  care  spending  for  all  types  of  funds.  The 
local  MTF  Commander  will  be  given  more  latitude  to  determine  how 
the  health  care  needs  of  the  beneficiary  population  can  best  be 
mot  and  apply  funds  accordingly.  This  will  be  aooonpllshcd 
through  the  careful  managoment  of  the  care  provided  to  the 
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individual  patient,  and  tailoring  the  health  care  delivery 
mechanism  to  the  needs  of  the  designated  beneficiary  population. 

Health  Care  at  lACH 

lAOl  has  a  normal  operating  capacity  of  124  beds;  however, 
occupancy  rates  for  n90  averaged  only  67  percent,  or  83  beds. 
Outpatient  capabilities  at  includes  Internal  Medicine, 

Primary  Care  (General  Medical  Outpatient  Clinic  and  Troop  Medical 
Clinics),  Family  Practioe,  Flight  Medicine,  Pediatrics,  Allergy, 
Dermatology,  Ehergency  Medicine,  General  Surgery  Clinic, 
Orthopedics,  Opthalmology,  Otolaryngology,  Gynecology,  Obstetrics, 
Psychiatry,  and  (Dptonetry.  In  FY90  there  were  nearly  416,000 
combined  clinic  visits  vrith  over  28  percent  of  these  visits  ccming 
from  Family  Practice  and  Prlnery  Care.  The  outpatient  direct  care 
costs  exceeded  $20  million  with  the  average  cost  of  an  outpatient 
visit  of  approximately  $47.80.  When  narrowing  the  focus,  in 
family  practioe  and  primary  care  the  average  outpatient  visit  cost 
was  apprxaxiiiately  $50.30.  the  average  cost  of  an  energency  room 
visit  was  about  $80.90. 

In  a  study  by  Chesteen,  et  al.  (1986),  outpatient  care  costs 
were  oonpared  for  six  clinics  (two  family  practioe  clinics  and 
four  emergency  clinics)  in  the  Salt  Lake  City,  Utah,  metropolitan 
area.  Among  the  results,  the  researchers  found  the  average  cost 
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for  a  visit  in  the  family  practice  clinics  was  $27  and  $45  for  the 
emergency  clinics.  The  higher  costs  experienced  fay  UCH  at  first 
appear  alarming.  After  a  closer  examinaticn  of  the  methods  of 
ocnputaticn,  the  actual  ooRparable  costs  at  lAOi  for  a  family 
practice  visit  were  $26.46  (direct  expenses  plus  appartioned 
support  costs,  or  "overhead")  and  $53.44  for  an  emergency  -xxm 
visit. 

With  the  low  occupancy  rates  and  the  advent  of  CRGS  as  the 
funding  mechanism  for  military  medical  treatment  facilities,  there 
is  a  IDcelihood  that  funding  at  military  MTFs  will  decrease. 
FVcrther,  it  is  quite  possible  that  funding  for  ambulatory  care 
will  not  be  adequate  to  meet  the  demand  of  beneficiaries  as  the 
overall  funding  for  ho^ltals  declines.  Ihis  decrease  will  be 
further  ccnpounded  when  Oongress  directs  the  use  of  the  RBRVS  for 
outpatient  funding.  An  ambulatory  care  delivery  mechanism  will 
have  to  be  developed  to  continue  to  meet  the  health  care  needs  of 
the  lACH  beneficiary  population  under  a  capitated  funding  system. 
The  Gateway  program  offers  the  opportunity  to  meet  these 
challenges  before  they  are  mandated. 

Health  Care  Planning 

Anticipating  the  future  is  the  essential  element  of  planning. 
"Planning  offers  distinct  advantages  to  adninistrators  who  wish  to 
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enhance  their  facility  in  a  time  of  constrained  resouroes  and 
increased  oaipetiticn”  (Syre  &  Higgins,  1988,  p.  15).  While  the 
military  health  care  system  has  not  had  to  directly  oonpete  with 
private  sector  in  the  past,  MCH  will  have  to  ooipete  for  the 
dollars  of  the  "Gateway  WO  "  The  projected  use  of  DRGs  for 
funding  Army  hospitals,  as  well  as  general  cutbacks  in  defense 
spending  will  constrain  resouroes.  «>lon.iijig  for  these  budget 
reductions  is  essential  to  the  continued  mission  acccrplishment  of 
providing  ambulatory  care  at  lACH.  The  Gateway  to  Care  ittogran 
will  offer  the  opportunity  Inptrove  the  primary  care  delivery  base 
and  save  money  through  careful  patient  management. 

In  their  model  for  health  care  planning,  Syre  and  Higgins 
offer  a  seven  step  nrocess.  This  process  involves:  1)  development 
of  a  mission  statement,  2)  a  situational  analysis  of  the  internal 
strengths  and  weaknesses  and  external  threats  ard  opportunities, 

3)  development  of  assunptions  for  the  future  and  organizational 
planning  objectives,  4)  analysis  of  organization  and  economic 
trends,  5)  presentation  of  strategies  through  which  the  objectives 
will  be  realired,  6)  development  of  inplementation  plans,  and  7) 
procedures  for  feedbadc  and  evaluation.  (Adapted  from  Syre  & 
Higgins,  1988). 
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Kaluzny  (1986)  discusses  several  organizaticnal  perspectives 
relevant  to  tlie  provision  of  anixilatory  care  services.  Ttiese  are 
structural,  human  resouzoe,  political  and  symbolic.  Structural 
per^ectives  that  require  particular  attention  in  the  ambulatory 
care  setting  include  the  nature  of  technology  used,  the 
envimTient  in  whicli  services  are  provided,  and  accountability  for 
resources  used.  Ihe  hunan  resources  perspective  focuses  on 
building  a  high-performing  organization  based  on  strong  team 
efforts  and  a  reoognitian  of  ijiportanoe  of  the  Individual. 
Included  in  this  perspective  is  the  role  of  participatory  decision 
making  and  the  organizational  climate.  The  political  perspective 
views  an  organizaticn  from  the  stand^int  of  an  analysis  of 
shifting  coalitions  and  interest  groups  from  within  the 
organization.  Finally,  the  symbolic  perspective  views  the 
organizaticn  from  those  activities  that  may  not  directly  iirpact  cn 
the  measure  of  productivity,  hut  provide  symbols  to  those  in  the 
orgarvlzation  that  can  act  as  an  integrating  device.  That  is  to 
say,  how  the  organization  appears  may  be  more  liiportant  than  what 
it  does.  For  cxanple,  the  patients'  view  of  how  well  the  Army  MTF 
responds  to  their  needs  is  as  important  as  the  technical  quality 
of  the  care  they  actually  receive.  If  the  beneficiaries  in  the 
I/CH  catchment  area  do  not  view  the  care  at  Irwin  to  be  of 
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sufficient  quality,  then  they  will  seek  other  avenues  ox  care. 
Kaluaiy  states  that  an  integration  of  these  per^aectives  is 
essential  in  any  systematic  research  or  management  effort. 

Ihe  ccnnunlty-arlented  primary  care  (OQPC)  model  has  been  the 
basis  for  health  piograms  in  underserved  areas  for  the  past  20 
years  (Nutting  and  Conner,  1986).  Ihis  model  has  three  elements: 
a  practice  or  service  pixagran  actively  engaged  in  primary  care,  a 
defined  oonmunity  for  v^xlch  the  practice  has  assumed 
responsihllity  for  providing  healtlx  care,  and  a  process  by  which 
the  practice,  with  the  participation  of  the  oomnnunity,  identifies 
and  addresses  the  major  health  problems  of  the  oonrounity.  Each  of 
these  elements  is  found  in  Army  MTFs.  An  Army  MTF  provides  a 
nunber  of  prinary  care  clinics  for  its  beneficiaries;  the 
oaimmity  served  is  defined  by  regulation;  and  oumunity  needs 
are  addressed  in  connunity  health  care  foruns  or  councils.  This 
philosophy  ^;pears  to  be  expressed  in  the  very  nane  of  Amy 
connunity  hospitals.  The  process  of  addressing  the  health  care 
needs  of  the  oomnunity  has  four  functional  steps:  1)  defining  and 
characterizing  the  connunity,  2)  identification  of  m.nunity 
health  problers,  3)  modification  of  the  health  care  program,  and 
4)  monitoring  the  effectiveness  of  the  program  modifications. 

This  process  should  not  be  static;  rather,  as  the  program  is 
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annitoned  tfie  paxcaaB  should  letum  to  tte  first  step  and  follow 
each  auooeaaiva  step  in  a  oontlnulng  cscle.  As  the  paxxsss 
oontinues  the  data  soutos  for  evaluations  will  evol%«  finom 
subjective  opinion  to  coapEchenslve  databases  for  t±e  ocoiunlty. 

Nkittlng  (1987)  ftirthar  argues  that  adaptation  of  the  OCXC 
acdsl  for  a  papulation-based  faaily  practloe  Is  the  nest  logical 
step  in  pcioBocy  oars.  He  argues  that  the  general  nodal  of  OQfC, 
with  the  euccesslva  zallanoe  on  nora  oanpletB  databases,  offers  a 
nethod  to  oontxoL  imeosssaxy  oosts  by  focusing  on  the 
hlgb'prlorlty  hsalth  caca  needs  of  the  population  served.  This 
general  nodel  serves  as  the  basis  for  the  design  of  the  plan  to 
xevlaa  the  Fantly  RcactloB  prognan  at  lACH. 

At  the  heart  of  the  oomunl^  is  the  individual.  Qcncem 
with  and  for  the  Individual  patient  must  be  the  focal  point  of  ariy 
health  cere  progian.  this  ooncem  ftr  the  patient  has  pccnptsd 
Coila  (1967)  to  suggest  that  anbulatccy  cars  popograas  tfiould  be 
davaloped  as  a  "dasigned  eeperlsnoa",  a  popular  oartaeitlng  program 
used  estenslvaly  by  elite  oomoercial  enterprises  and  even  In  more 
ociaaon  buslnasees  such  as  HpOonald's  xestaurants.  The  ooce  ides  of 
the  designed  eaqnrlcnce  is  to  tailor  the  saacvios  as  closely  as 
roeetbls  to  the  nsede  and  wants  of  the  Individuals  in  the 
acsnunlty  being  earved.  Tb  the  eictant  of  hnding  availability. 
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Aznv  MTFs  must  meet  the  needs  of  the  client,  or  patient,  to  ensure 
the  sunoess  of  any  ptogran.  Itkls  Is  exenpUfled  in  the  study 
conducted  by  Qiesteen,  et  al.,  (1986)  where  the  satisfaction 
variables  scores  increase  as  the  service  more  closely  caters  to 
the  needs  of  the  clientele. 

Purpose  Statement 

Itie  purpose  of  this  Graduate  Management  ncoject  (GMP)  was  to 
determine  the  best  method  to  reorganize  the  Family  Practice 
program  at  lACH  in  a  cost  effective,  and  operationally  scxmd 
manner  in  support  of  the  Gateway  to  Care  program.  The  objectives 
of  the  GMP  were:  1 )  review  existing  documentation  and  practices  of 
the  Family  Practice  program,  2)  analyze  the  various  perceptions  of 
staff  moDbers  and  patients  of  the  problems  with  the  existing 
ptogran  and  approaches  to  resolve  those  problems,  3)  determine  the 
goals  and  objectives  to  be  achieved  by  reorganizing  the  program, 

4)  continue  e:q}laration  of  current  literature  for  informaticn 
applicable  to  the  project,  and  5)  develop  a  plan  for 
reorganizaticn. 

METOODS  AND  PROCEDURES 

Manbers  of  the  Conrend  Group  were  interviewed  to  gain  an 
understanding  of  their  perspectives  and  oorcsms.  This  served  as 
the  starting  point  for  further  analysis. 
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Patient  oaiplaint  sheets  for  a  one  year  period,  April  1990 
through  ^broh  1991,  were  examined  to  determine  the  ocnoems  of  the 
overall  lAOl  beneficiary  population^.  Only  oonplaints  against 
primary  care  clinics  (Elrergency  Room,  General  Medical  Outpatient 
Clinic,  Internal  Medicine  Clinic,  Obstetrics  and  Gynecology 
Clinic,  Radiatric  Clinic,  and  Family  Practice  Clinic)  were 
considered  for  conpariscn  with  Family  Practice  since  it  is  a 
ptixiary  care  clinic^.  While  the  specifics  of  each  oonplaint 
varied,  they  could  be  grouped  into  five  categories,  these 
categories  were; 

1)  Inadequate  access,  these  were  oonplaints  that  involved 
issues  on:  waiting  lists  for  scheduled  appointments;  waiting  times 
far  scheduled  appointments  fron  the  time  the  appointment  was  node; 
waiting  times  In  the  clinic  before  being  seen;  difficulty  making 
appointments,  such  as  busy  phone  lines  to  the  appointments  clerks; 
and,  in  the  case  of  Femily  Practioe,  the  waiting  list  to  be 
assigned  a  provider  panel. 

2)  Inadequate  care.  These  oonplaints  involved  the 
patient's  perception  that  the  care  received  was  not  adequate  or 
appropriate  for  the  oonplaint. 

3)  Rude  or  indifferent  treatment.  These  were  oonplaints 
made  that  ooncemod  the  patient's  perception  that  staff  menPers 


Family  Practice 
33 


within  the  clinic  had  failed  to  show  the  proper  regard  for  tie 
patient,  or  concern  for  his  or  her  medical  condition. 

4)  Inadequate  follow-up.  Ihese  oonplaints  concerned  issues 
where  the  patient  felt  the  clinic  staff  should  have  contacted  them 
to  report  test  results  or  the  results  of  consults. 

5)  Inadequate  assistance.  These  oonplaints  varied  widely, 
but  concerned  issues  where  the  patient  felt  the  staff  should  have 
been  of  nore  assistance.  These  were  Issues  such  as;  not  providing 
prescripticns  for  additional  refills  without  being  examined;  not 
writing  notes  to  school  or  work  for  illnesses  after  the  fact;  not 
assisting  with  civilian  insurance  claims;  the  length  of  prooessing 
times  for  medical  boards;  and  explanations  of  clinic  or 
odninistrative  procedures. 

The  nunber  of  corplaints  for  each  month  were  tallied  by 
category  and  examined  usirg  descriptive  statistics  and  two  tailed 
t-tests  to  determine  if  there  were  differences  in  the  oonoems  of 
the  overall  1AC71  beneficiary  population  by  clinic  and  oonplaint 
category.  The  Ehable  seftwrue  package  was  used  to  develop  the 
descriptive  statistics,  and  the  Microstat  software  package  was 
used  to  coipute  the  t-tests. 

The  functiais  and  procedures  of  the  Family  Practice  clinic 
vere  then  examined  by  interviewing  staff  members,  observing  clinic 
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operations,  and  reviewing  docunentation.  Ttie  docunentation 
reviewed  includes:  (a)  the  Table  of  Distribution  and  Allcwanoes 
(TCA)  and  maipower  surveys  to  determine  staffing  levels;  (b)  data 
from  the  FY90  Medical  Expense  ard  Fterformanoe  B^xarting  System 
(MEPRS)  to  determine  budgeting;  (c)  job  descriptions  of  staff 
members  to  determine  duty  requirements;  (d)  results  of  the  Joint 
Cortmission  on  the  Aocreditation  of  Health  Care  Organizations 
(JCAHO)  survey  to  see  if  there  were  problems  within  the  clinic 
noted  by  an  external  evaluating  agency;  (e)  Standing  Operating 
Prooedures  (SOPs)  for  information  on  patieit  scheduling  and  clinic 
operations;  (f)  the  Health  Services  Ootimand  (HSC)  Reoulatlon  10-1, 
Organization  and  Functions  Manual  to  determine  the  mission  of  the 
Family  Practice  Servloe;  and,  (g)  patient  sign  up  sheets  for  the 
Family  Practice  program  were  analyzed  to  determine  the  size  of  the 
waiting  list  and  how  long  Individuals  had  been  waiting  to  get  into 
the  family  practice  program,  as  well  as  to  get  an  approximate 
family  size.  Clinic  operations  were  observed  for  a  two  week 
period. 

Finally,  using  data  obtained  from  the  Resource  Management 
Division  and  HSC,  a  spreadsheet  was  created  using  Ehable  software 
to  determine  the  personnel  costs  that  wcxild  be  associated  with  any 
reorganization  scheme.  Only  personnel  exsts  were  considered  in 
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this  analysis  since  providing  health  care  is  a  labor-intensive 
function  (Budd,  1988)  and  represents  the  greatest  single  cost  in 
the  delivery  of  Family  Rractioe  services.  Further,  this 
reorganization  deals  only  with  personnel  staffing  and  organization 
structure. 

Ethical  Considerations 

In  order  to  ensure  candid  oonnents  from  staff  members, 
specific  conments  from  individuals  to  the  researcher  were  kept 
oonfldential.  No  record  was  kept  of  personal  identifiers  (names. 
Social  Security  Account  fAmbers,  etc. )  for  interview  subjects;  or 
of  individual  patients  when  reviewing  patient  oonplalnts  or  the 
waiting  list  for  the  Family  Practice  service. 

Reliability  and  Validity 

The  greatest  weakness  of  this  study  centers  around  the  issues 
of  reliability  ard  validity.  Since  the  pr^xxxierance  of  the 
information  gathered  for  the  study  relies  on  the  subjective 
cpinlon  of  the  persons  intervieMed,  as  well  as  that  of  the 
researcher,  other  researders  could  study  similar  Family  Practice 
services  and  develop  different  findings  and  conclusions.  The 
reader  cannot  assune  that  this  study  is  directly  applicable  to 


other  locations. 
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In  an  effort  to  oontrol  for  subjective  opinion,  individual 
ocnments  were  not  oonsidered  in  the  general  findings;  only  the 
Issues  the  ocnments  related  to  were  oonsidered.  It  is  felt  that 
the  large  sanple  size  and  period  of  tiie  for  the  patient 
oonplaints  prxavides  a  oontrol  for  statistical  fluctuations  due  to 
the  time  of  year  or  peculiar  influences  of  individuals  or  events. 

RESULTS 

Oottnend  Group  Interviews 

Three  main  oonoems  were  expressed  in  the  interviews  with  the 
Oommand  Group  with  respect,  to  the  Family  Practice  sexvioe.  These 
oonoems  can  be  expressed  as: 

1.  There  is  a  need  to  increase  aooess  to  the  Family 
Practioe  service  as  one  of  the  primary  care  services  in  order  to 
establish  the  prinoxy  care  base  called  for  by  the  Gateway  to  Care 
program. 

2.  There  is  a  need  to  reduce  the  cost  per  visit  in  the 
Family  Practioe  service. 

3.  There  is  a  need  to  inprove  the  productivity  of  the 
Family  Practioe  service.  Productivity  is  defined  here  as  the 
nunbcr  of  visits  per  provider. 
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Patient  Conplaints 

Hie  results  of  the  analysis  of  patient  complaint  are 
presented  in  Tables  1  throjgh  3.  Txible  1  shows  the  ti-ii-ai  nunnber 
of  ocxiplaints  for  each  clinic  by  ocnplaint  category,  and  the 
percentage  of  each  category.  Table  2  shows  the  average  msnber  of 
complaints  by  clinic  and  cciiplaint  category  rounded  to  two 
significant  digits.  Table  3  shows  the  results  of  tte  t-tests 
oonparing  the  conplaints  made  against  tie  Family  Practice  clinic 
with  conplaints  of  the  same  type  in  the  other  clinics. 


Insert  Tables  1  throu^  3  about  here 


In  general,  the  Family  Practioe  clinic  (FPC)  had  a 
significantly  hi^ier  rate  of  conplaints  oonceming  tyrgge  than  did 
the  Elnergency  Treatment  Clinic  (BTC)  arxJ  tte  Troop  Itedical  Clinics 
(TM::).  Most  (17)  of  the  conplaints  of  access  in  FTC  were  in 
reference  to  the  time  families  were  spending  on  the  waiting  lists 
to  be  enrolled.  Conplaints  of  access  were  significantly  lower 
than  for  Obstetrics  and  Gynecology  (OB/GVN)  and  ftadiatrics  (PED). 
There  were  no  significant  differenoes  in  the  moan  nuiber  of 
conplaints  about  access  between  FPC  and  Internal  Medicire  (IN  MED) 
or  the  average  for  all  clinics  (ALL).  Family  Practioe  had 
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significantly  fewer  oonplaints  of  inadequate  care  than  any  other 

clinic  exc^it  IN  MED.  There  were  aign  fewer  ccnplaints  of  xixle 

• 

j 

treatment  except  in  oonparison  with  IN  MED,  CB/GVN,  and  TfC. 

Oonplaints  of  inadequate  follow-up  were  significantly  lower  in  FPC 

oonpared  to  OB/GYN,  PED6,  and  ALL.  Finally,  there  were  no 

significant  differences  in  the  oonplaints  of  assistance  except 

• 

between  FPC  and  ALL  where  FPC  showed  a  higher  mean. 

Family  Practice  Service  Observations 

Results  of  the  interviews  with  the  Family  Practice  Staff  are 

.  • 

considered  by  general  occupational  category;  physicians,  nurses 

and  administrative  staff.  Results  of  ctoeervations  and  evidence 

gathered  from  the  review  of  documents  are  included  with  the  grexp 

• 

Physio-ans 

Physicians  Indicated  that  generally  they  felt  there  were  no 

1 

significant  problems  in  the  clinic  except  in  the  nunter  of 

supporting  nursing  staff.  Staffing  levels  under  the  current  IDA 

are  indicated  in  Table  4.  An  organization  chart  depicting  the 

current  organization  is  at  Figure  3.  The  dotted  lines  and  boxes 

» 

» 
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show  the  technical  and  rating  supervision  of  the  Department  of 
Nursing,  Patient  Adninistration  Division,  and  Clinical  Support 
Division.  Because  of  the  relatively  few  nurber  of  nurses,  many 
times  physicians  would  have  to  perform  tasks  that  would  normally 
be  done  by  nurses.  Ihese  tasks  include  things  tracking  down 
missing  lab  r^xarts  or  consult  forms,  obtaining  examination  or 
treatment  supplies,  and  calling  waiting  patients  to  examination 
rooms.  The  researcher  also  noted  that  the  physicians  prepared 
their  own  lab  slips  and  x-ray  requests  to  give  to  the  patients. 

Ihece  was  also  conoem  e^qpressed  on  the  part  of  the 
physicians  that  the  personnel  assets  were  not  really  controlled 
within  the  clinic.  Ihe  staff  was  stable  in  that  tie  personnel 
assigned  generally  vorked  in  the  clinic;  but  since  the  Department 
of  Nursing  supervised  the  nurses  then  the  Ftmily  Practice 
nursing  staff  could  and  would  occasionally  be  pulled  to  staff 
other  clinics.  No  personnel  were  pulled  from  the  service  during 
the  observation  period,  this  may  have  been  due  to  the  lower 
workload  ejqjerlenced  throughout  the  hoqpital. 

lAirses 

Itie  nursing  personnel  also  expressed  a  oonoem  with  a 
shortage  of  staff.  All  nursing  staff  were  Liocrtsod  Practical 
lAirses  (LPNs),  with  the  exception  of  the  Hoad  Nurse  who  was  a 
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RegistBred  Nurse  (RN).  NUrslng  duties  were  not  unusual  for  an 
ambulatory  care  clinic.  It  was  noted  that  there  were  housekeeping 
chares  included  in  the  daily  workload  for  the  IfNs. 

As  seen  in  Table  1,  the  staffing  level  of  nurses  is  Just  over 
one  nurse  per  physician.  Because  of  the  low  ratio  of  nurses  to 
physicians,  the  nurses  worked  as  a  group.  There  is  not  sufficient 
staff  to  assign  one  nurse  to  a  physician  on  a  full  time  basis. 

Ihe  problems  with  short  staffing  levels  of  rajrses  is 
conpounded  when  a  nurse  must  renein  with  a  physician  during  an 
exandnatlon  to  act  as  a  chaperone  (during  appointments  where  a 
female  patient  must  disrobe)  or  assist  with  a  procedure  (this  cen 
take  30  minutes  to  CTver  an  hour  depending  on  the  procedure).  Time 
away  from  nursing  duties  also  cxxairs  when  there  is  a  need  to 
escxzt  a  patient  to  another  service,  suoh  as  the  laboratory  or 
radlolcjgy.  ApproKimately  20  percent  of  each  nurse's  time  is  taken 
up  by  these  duties. 

Adnlnlstrative  Personnel 

Ihe  Non-Conmissioned  Officer  In  Charge  (NOOIC)  is  a  91B, 
Medical  Speczlalist.  She  also  consented  that  the  level  of  nursing 
staff  was  frequently  insufficient  to  meet  requirements  and 
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appointmonts  vxxild  xun  b^iind  schedule  as  a  result.  She  would 
assist  the  nursing  staff  whenever  possible  If  her  other  duties 
could  be  postponed. 

Ihe  reoeptionists  and  file  clerk  felt  there  was  sufficient 
staff  to  cover  the  clinic.  During  peak  traffic  times  the  workload 
could  get  hectic,  but  nanageable.  One  appointment  clerk  had  been 
assigned  to  work  in  the  clinic  but  had  reoently  been  pulled  to 
work  in  a  centralized  appointments  area.  The  Chief  of  the 
Clinical  Support  Division  was  planning  to  add  appointing  duties  to 
reoeptianists  to  pccvlde  each  clinic  the  capability  of  appointing 
patients. 

General  Clinic  Ftmctioning 

Clinic  hours  were  from  07:30  through  16:30  hours,  Monday 
through  Friday.  Appointments  were  scheduled  from  07:45  to  11:15 
and  from  12:45  to  15:15  dally.  A  lunch  break  was  scheduled  for 
between  11:30  and  12:30.  Lunches  were  staggered  to  permit 
coverage  of  the  clinic  during  the  lunch  hour.  The  first  fifteen 
minutes  in  the  morning,  and  after  lunch,  were  used  to  ensure  the 
clinic  was  ready  for  patients  and  to  take  care  of  adninistrative 
matters. 

Patients  were  not  scheduled  after  15:15  to  allow  tine  for 
patient  backlog  and  clean  up  of  the  clinic.  ApproKimately  26 
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appointment  slots  vexe  available  per  physician,  except  for  the 
clinic  Oiief  who  was  allowed  SO  percent  of  his  time  for  clinic 
adtoixtLstration.  Fkughly  30  to  100  percent  of  available 
appointments  are  unscheduled  to  permit  same-day  appointments. 

Ihere  were  no  precise  rules  for  the  nurbcr  of  unscheduled 
appointment  times  each  day,  but  varied  based  on  the  lumber  of 
available  physicians  and  guidance  provided  by  Chief  based  on 
his  experience. 

only  patients  who  were  enrolled  in  the  Family  Practice 
program  were  appointed.  Each  physician  had  a  panel  limit  of  500 
families;  400  Active  Duty  families  and  100  retiree  families.  Ihe 
clinic  Chief  had  a  panel  limit  of  250  families;  200  Active  Duty 
and  50  retiree.  Ihe  physicians  felt  the  panel  sizes  were 
adequate.  GUidanoe  from  the  Consultant  at  the  Office  of  the 
Surgeon  General  (OTSG)  indicates  that  the  panels  should  range  from 
400  families.  If  obstetric  services  are  provided,  to  600  if  there 
are  no  obstetric  services.  Our  Family  Practice  service  does 
provide  obstetric  services  to  apprcacimately  40  patioits  in  any 
given  month. 

A  review  of  data  on  actual  panel  size  revealed  that  the  four 
active  panels  were  actually  filled  to  about  81  percent  capacity. 
Active  duty  families  are  placed  in  panels  that  are  allgred  with 
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specific  vmits  cn  the  installation.  Retirees  are  placed  in  panels 
as  vacancies  exist. 

A  review  of  the  waiting  list  revealed  there  vere  a  total  of 
891  families  waiting  to  be  assigned  to  a  panel;  672  Active  Djty 
and  219  retiree  families.  Ite  average  size  of  an  Active  Duty 
family  was  3.59  individuals.  Retiree  families  had  an  average  size 
of  2.55  individuals.  Overall  the  average  family  size  was  3.33  and 
there  were  a  total  of  2969  patients  waiting  to  be  assigned  to  a 
panel.  Ihe  waiting  list  had  indivlduads  that  had  requested  entry 
into  the  Family  Practice  program  since  June  of  1989.  Panels  are 
filled  with  the  oldest  requests  first  after  telephonic 
verification  is  made  that  the  sponsor  still  wishes  to  enroll  his 
or  her  family. 

Ihe  clinic  layout  is  shown  in  Figure  4.  As  a  patient  arrives 


Insurt  Figure  4  about  here 


for  an  appointment,  he  or  she  reports  to  the  receptionist's  desk 
to  be  logged  in  and  then  is  seated  in  the  waiting  area.  A  nurse 
will  periodically  check  the  receptionist's  desk  for  records  and 
takes  the  patient  to  the  triage  area  to  chock  vital  signs  ard 
obtain  a  brief  history  of  the  synptoms.  The  patient  is  then  moved 
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to  an  examinatlcxi  room  {,  there  arc.  .mo  designated  roans  for  each 
physician),  or  to  the  treatment  roan  for  a  prooedure,  to  wait  far 
the  physician.  If  both  exam  roans  axe  full,  the  patient  is 
returned  to  tiie  waiting  area.  Ihe  physician  examines  the  patient 
in  the  examination  room  and  prepares  any  neoessary  lab  slips  or 
other  consult  requests.  A  nurse  is  present,  if  neoessary,  for 
chaperone  duty  or  to  assist  vd.th  a  procedure.  Following  the 
examination,  any  lab  slips,  x-ray  requests,  or  consults  are  given 
to  the  patient  and  the  patient  is  released.  The  patient  then 
returns  to  the  receptionist's  desk  to  have  lab  slips  or  consults 
stanped  and  to  make  a  follow-up  appointment,  if  required. 

There  axe  color  coded  tabs  on  the  upper  right  oomer  of  each 
exam  zoom  door  to  indicate  if:  (a)  the  zoom  is  en|3ty,  (b)  there  is 
a  patient  in  the  room  waiting  to  be  seen,  (c)  an  examination  is 
taking  place,  or  (d)  if  a  nurse  is  needed  to  assist.  This  has 
helped  reduce  the  time  it  takes  a  nurse  to  check  on  the  roan 
status.  As  can  be  seen  in  the  layout,  the  central  ooze  of  zooms 
blocks  the  view  of  six  of  the  ten  exam  roans. 

Data  from  ME3TC  indicates  that  $484,108  were  spent  for 
salaries  in  Family  Practioe  in  Fy90.  This  represents  nearly  74 
percent  of  all  direct  and  support  costs  for  the  sezvioe.  This 
means  that  $19.51  of  the  $26.46  cost  per  visit  for  the  24,814 
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visits  weiB  for  labor.  During  the  same  time,  a  total  of  49.86 
Full  Time  Equivalents  (FTEs)  of  provider  time  %«ie  used.  This 
calailates  to  about  498  visits  per  FTE  v^ch  Is  short  of  the 
manpOMer  staffing  standard  estimate  of  522. 

Ihere  were  no  findings  against  the  Family  Practioe  snrvioe  cn 
the  1989  JCAHO  Survey.  This  would  t&xl  to  suggest  that  th.re  are 
no  significant  problems  in  the  quality  of  care  provided  by  the 
clinic. 

Health  Services  Oonnand  has  promised  to  fill  all  of  the 
vacant  physician  positions  to  facilitate  the  Gateway  program  a : 
ZACH.  This  will  bring  the  physician  staffing  level  up  to  the 
current  TOA  authorizations .  The  current  TQA  was  used  as  a 
starting  to  develop  the  spreadsheet  used  in  calculating  personnel 
costs.  A  sample  run  of  the  spreadsheet  is  included  as  Table  5 
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Insert  Table  5  about  here 


using  current  staffing  levels  and  productivity  rates.  Information 
from  the  HSC  Resouroe  I'tenagement  office  was  obtained  showing  the 
ocnputatlons  for  calculating  staffing  levels  under  the  Gateway 
program.  Their  model  assumes  each  physician  will  see  522  patients 
per  month.  Half  of  this  nurber  was  used  to  reflect  the  reduced 
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cUrdc  tine  for  tiie  Service  Chief.  Annual  salary  figi^rus  were 
obtained  fxon  the  lAOl  Resource  Maragement  office  fdo.*  salary 
estimates.  These  estinetes  are  fairly  crude  since  bonus  pay  for 
physicians  is  not  Included  in  the  Army  oonposlte  rate  for 
officers.  Estinetes  for  the  bonus  pay  were  made  as  $12,000  for 
the  05  position,  $8,000  for  the  04  position,  and  $5,000  for  the  03 
positions.  Also,  salary  figures  for  General  Schedule  (GS) 
enplojees  were  estimated  at  the  "step  five"  level  for  each  rating. 

DISCUSSION  OF  FINDINGS 

The  oonoems  of  the  Oomnand  Group  about  a  need  to  increase 
access  are  supported  by  the  patient  oonplaint  data  and  the  MEFRS 
data.  The  same  is  true  of  the  issue  of  productivity  since  Fy90 
productivity,  as  measured  in  visits  per  FTE,  was  below  expected 
levels.  One  note  of  caution  Is  inportant  when  considering  both 
access  and  productivity.  The  last  quarter  of  Fjf90  had  between  10 
and  20  percent  fewer  clinic  visits  titan  did  the  previous  three 
quarters. 

To  Imer  the  oost  per  visit,  either  inputs  (resouroes)  need 
to  be  reduced,  or  outputs  (visits)  need  to  be  Ircreased,  or  both 
(ftjdd,  1988).  The  Gateway  model  of  managed  care  should  facilitate 
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an  increase  of  visits  if  the  PCP  can  treat  patients  that  would 
cnoe  have  been  referred  to  a  specialist.  This  assuits  there  Is 
adequate  staff  to  see  the  patients. 

Too  nuch  time  of  our  physicians'  time  Is  taken  up  in  tasks 
that  could  and  should  be  done  by  support  personnel.  The  current 
ratio  of  1.28  nurses  per  provider  does  not  appear  adequate  to 
facilitate  tie  volume  of  visits.  The  shortage  of  support 
personnel  Is  one  of  the  major  reasons  why  physicians  are  leaving 
the  service  at  high  rates  ("Study  shows",  1990).  Braendel  (1990) 
suggests  that  the  usual  staffing  ratio  in  »Os  Is  1.5  per 
provider.  This  level  may  even  be  low  since  a  shortage  of  support 
personnel  is  a  oonplcilnt  e}q>xessed  by  physicians  enployed  by 
civilian  H40s  (Sheingold,  1990).  However,  a  problem  arises  vhen 
trying  to  increase  staff  while  reducing  costs. 

Staffing 

A  spreadsheet  model  run  of  the  full  staffing  under  the  HSC 
guidelines  using  the  Kaiser  HM3  staffing  ratio  and  productivity 
levels,  and  current  lACH  staffing  patterns,  is  shown  at  Table  6. 


Insert  Table  6  about  here 
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lie  Kaiser  model  for  Gateway  enrollees  allows  4.4  PTEs  per  1566 
CHAMFUS  eligible  enrollees  or  1253  Active  Duty  Mambers.  Tbe  break 
out  of  positions  includes  1  provider  FTE,  1.1  "Aivloe  Hjrse**  (RNs, 
or  Nurse  Clinicians)  FTEs,  .8  administrative  FTEs,  and  1.5  "other" 
(technician)  FTEs.  Using  this  model  shows  an  increase  in  labor 
costs  of  $2.56  per  visit  over  the  current  level.  The  Kaiser  model 
actually  increases  the  staff  by  nine  positions.  It  is  asstmed 
that  about  one  half  (four)  of  these  position  would  go  to 
supporting  servioes  such  as  the  pathology  or  radiology.  This 
model  would  allow  a  ratio  of  2:1,  nursing  staff  to  pt^lclan. 

one  of  the  problems  in  the  Kaiser  ncxlel  is  the  heavy  relianoe 
on  HMs  as  Advice  Nurses.  Salaries  for  RNs  In  the  local  area  are 
much  hi^ier  than  rates  for  GS  registered  nurses.  lACH  would  have 
difficulty  filling  the  Advice  l^irse  positions  with  RNs. 

An  alternative  staffing  model  is  shown  at  Table  7.  This 


Insert  Table  7  about  here 


wou?d  increase  costs  by  $0.36  and  would  still  provide  a  2:1, 
nursing  staff  to  physician  ratio  ly  using  nurse's  aides.  The  use 
of  nurse's  aides  is  not  a  new  idea.  Tte  Army  used  medical 
specialists  as  scroeners  in  the  late  1970's  (Burger  and  Wolcott, 
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1977;  Shields,  Maore,  Seabury,  and  Stout,  1977).  Other  studies 
dene  In  the  civilian  sectea:  advocate  the  use  of  the  nurse's  aide 
in  the  ambulatori*  care  setting  (e.g.,  Joseph,  1990).  In  a  study 
by  Begley,  Doud,  and  McCandless  (1989),  the  researchers  found  that 
priinary  health  care  projects  for  the  poor  tended  to  sluw  lcx>er 
costs  per  visit  with  higher  ratios  of  non-physician  providers  (RN, 
UN,  NA). 

Another  staffing  model  is  presented  in  Table  8.  This  would 


Insert  Table  8  about  here 


reduce  the  nunnber  of  nurse's  aides,  but  would  still  allow  a 
staffing  ratio  of  1.5:1,  nursing  staff  to  physicians;  the  level 
suggested  by  Braendel  (1990).  A  cost  savings  of  $0.63  per  visit 
tmjld  also  be  realized. 

The  use  of  nurse's  aides  would  free  the  nurses  from  tasks 
such  as  housekeeping,  chaperoning,  stocking  siipplies  in  exam 
roems,  tracking  down  lab  slips,  etc.  They  could  also  be  ur^  in 
the  capacity  of  screeners  for  vital  signs,  perform  sore 
treatments,  and  assist  in  some  minor  procedures.  Time  that  is 
made  available  to  the  nurses  could  be  used  to  take  sere  of  the 
administrative  burden  off  of  physicians,  s-ich  es  preparing  lab 
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slips  for  xtxitijne  requests,  calling  patients  back  with  lab  or 
x-ray  results,  adkninistrative  tasks,  etc.  This  would  give  the 
physician  the  extra  time  needed  to  irore  closely  manage  the  health 
care  needs  of  the  patients. 

Another  possible  method  of  reducing  the  cost  per  visit  is 
through  the  use  of  Ihysician's  Assistants  (PAs)  and  Nurse 
Practitioners  (NPs).  Both  of  these  provider  groups  have  a  lower 
salary  rate  than  any  physician.  Estinated  productivity  for  either 
PAs  or  NPs  is  about  one  half  that  of  a  physician.  Using  the 
spreadsheet  staffing  model,  the  cost  per  visit  does  decrease  vhen 
using  PAs  or  NPs  unless  additional  nursing  staff  are  added  to 
support  them.  With  nursing  staff  added  to  support  the  PAs  or  NPs 
the  oost  per  visit  Increases.  This  oontradicts  studies  showing  a 
Icvrer  labor  cost  per  visit  when  using  PAs  or  NPs.  For  exanple, 
Brodie,  Bancroft,  Rowell  and  Vtolf  (1982)  found  that  NPs  oost  per 
visit  was  only  $7.03  oonpared  to  pfysicians  who  had  an  $18.25  oost 
per  visit  when  salaries,  laboratory  and  medicaticn  oosts  were 
oenparod.  The  oontradiction  is  likely  due  to  the  use  of  straight 
salary  rates  in  the  studies  when  oorpared  to  the  Army  oenposite 
rates  used  for  the  spreadsheet. 
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Organization  of  Family  Practice 
Family  Practice  shcxild  be  organized  into  three  family 
practice  teams  as  a  starting  point.  An  organizaticn  chart  for  the 
revised  organization  is  shown  at  Figure  5.  Each  team  would  have 
two  physicians  assigned  to  the  team  who  could  provide  coverage  for 


Insert  Figure  5  about  here 


each  other  in  the  event  of  leaves,  tenporary  duty,  or  other 
conflicts.  As  new  providers  were  assigned  to  the  Family  Practice 
service,  they  could  be  integrated  into  cne  of  the  teams.  If  the 
teams  grew  larger  than  three  providers  each,  new  teams  could  be 
farmed  by  halving  the  farmer  team. 

Families  assigned  to  individual  providers  would  belcng  to  the 
provider's  team  concurrently.  This  would  help  to  ameliorate 
conoeins  of  continuity  of  care  for  the  individual  patient 
considering  the  high  rate  of  physician  tumcver  due  to  separations 
and  permanent  changes  of  station.  Ar.«iss  to  care  would  also  be 
enhanced  by  having  a  team  of  providers  available  rather  tlsn  one 
physician  (Brook,  et  al.,  1987). 

TVo  nurses  and  one  nurse's  aide  would  be  assigned  to  work 
directly  with  each  team.  A  nurse  would  be  assigned  in  eac^  team 
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to  vorfc  piijnarlly  for  a  particular  physician,  but  would  also 
provide  coverage  for  absent  nursing  staff  within  the  team.  By 
warding  directly  td.th  a  particular  provider,  a  physlclan/nursing 
team  would  be  facilitated.  Each  member  could  learn  the  practice 
habits  of  the  other  to  capitalize  on  individual  strengths. 
Development  of  highly  motivated  and  well  coordinated  health  care 
teams  could  ijiprove  productivity  by  minimizing  duplication  of 
effort. 

Nurses  from  all  teams  would  rotate  through  the  position  as 
the  Advice  NUrse  to  screen  patient  calls.  Rotations  would  be 
based  on  the  patient  load  for  the  team  on  that  particular  day. 

Ihis  would  provide  a  method  to  Inplement  the  Advice  Mirse  oorxaqpt 
without  immediately  having  to  dedicate  resources  solely  to  that 
purpose. 

Mobl^,  nneeman  and  Jacques  (1977)  found  that  allgidng  a 
Family  Practice  Clinic  with  a  Troop  Medical  Clinic  and  the  units 
assigned  to  the  IM:  that  the  providers  in  the  IMJ  could  serve  as 
the  initial  contact  point  for  Family  Practioe  Sexvioes.  Soldiers 
would  be  seen  in  the  TTC  and  referred  to  a  designated  family 
practioe  provider  as  required,  this  arrangement  permitted  the 
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utllizaticn  of  tihe  IMC  PAs  to  infiEove  productivity,  isprovod 
xelaticn^iips  between  the  Kandly  Practioe  CUnlc  and  the 
Installation  line  officers,  and  inproved  patient  satisfaction. 

Ihe  Family  Practioe  teams  in  this  xecrgianlzaticn  could  be 
similarly  aligned  with  units  and  IMZs  on  the  installation.  Unit 
affiliation  is  already  the  method  for  determining  the  assignment 
of  MTtive  Duty  families  to  physician  panels.  Alignment  of 
specific  teams  with  particular  units  would  allow  the  lACH  Family 
Practioe  service  to  test  the  productivity  and  cost  effectiveness 
of  using  PAs. 

Another  benefit  of  organizing  by  teams  is  the  ability  to 
locate  teams  in  other  areas.  Ihe  physical  facilities  currently 
available  for  Family  Practioe  will  not  readily  aoocmmodate  seven 
physicians.  As  the  service  expands  through  the  addition  of 
providers  and  support  staff,  teams  could  be  broken  out  of  the 
central  clinic  and  placed  in  areas  that  are  too  snail  to 
aoocnmodate  the  entire  service.  If  the  teams  axe  aligned  with  a 
particular  ITC,  it  may  be  possible  to  use  space  in  the  ITC  for  the 
team. 

In  order  to  give  full  oontrol  of  the  clinic  to  the  Chief,  the 
nursing  and  adninistrative  personnel  strxild  be  under  *he  Chief’s 
rating  control.  Ihis  could  be  aooomplished  siiiply  by  having  the 
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Chief  of  the  service  rate  the  Head  NUrse.  Oonoems  by  the 
Department  of  Nursing  of  losing  technical  supervlsdon  can  be 
answered  by  having  the  Head  Nurse  59enlor  rated  by  the  Assistant 
Chief  NUrse  (or  another  nurse  senior  to  the  Clinic  chief,  possibly 
the  Chief  of  Ambulatory  Nursing).  Ihe  Head  NUrse  vxxild  rate  all 
of  the  subordinate  nursing  staff.  Senior  ratings  could  be  done  by 
the  Department  of  Nursing. 

this  matrix  type  of  supervisory  function  (having  supervisors 
from  more  than  one  division)  is  veil  suited  for  organizations  that 
are  oonposed  of  oombined  elements  of  different  divisions  (Daft, 
1986)  and  is  ocmmon  in  product  line  mcnagement.  In  the  case  of 
the  Family  ncactioe  service  there  axe  essentially  elements  from 
the  medical  staff.  Department  of  Nursing,  Clinical  Support 
Division,  and  Patient  Ac^iiinlstratlon.  Ihe  product  line  being 
managed  is  family  health  care. 

OONCUJSICtG  AND  REX3>MENDATI0t6 
The  Gateway  to  Care  program  at  lACH  will  represent  a 
significant  change  in  the  management  of  patient  care.  Ihexe  will 
be  more  reliance  on  the  role  of  the  primary  care  prtTvider  to  treat 
Illnesses  they  may  have  referred  to  a  specialist  before.  Ihe 
Family  Practice  service  is  well  suited  to  meet  the  challenges  of 
the  expanded  primary  care  role. 
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C^>itatIon  funding  vrill  require  better  management  of 
resources.  Physicians  will  need  additicnal  nursing  support  so 
they  will  have  more  time  to  devote  to  patient  care  and  management. 
Ey  utiliTdng  NAs  rather  tt»n  additional  nursing  staff  can  be 

added  to  provide  this  additional  SLqpport  at  a  potentially  lower 
cost  per  visit. 

Ihe  additioral  free  time  for  physicians  generated  by  nursing 
personnel  handling  more  of  the  routine  clinic  tasks  will  also 
permit  the  physicians  to  pay  more  attention  to  adjects  of  the 
quality  of  care  provided  and  neragement  of  the  Family  Practice 
program.  As  dir»ra,i5gy)d  in  the  introduction,  the  quality  of  care 
provided,  particularly  the  patient's  perception  of  the  quality  of 
care,  is  one  of  the  most  significant  factors  that  will  Influenoe 
the  patient's  choice  in  where  care  is  obtained.  The  physician 
nust  have  the  time  to  devote  to  assessing  the  technical  quality  of 
care  and  ensuring  ttet  the  patient  believes  that  the  care  is  of 
high  quality.  A^oeptanoe  of  the  program  by  the  beneficiary 
population  will  determine  its  svxxess  or  failure. 

Ihe  use  of  organized  medical  teams  offers  the  potential  of 
increased  patient  access,  greater  continuity  of  care,  more 
effective  utilization  of  personnel  assets,  and  reduced  costs. 

Teams  have  more  flexibility  and  greater  adaptability  to  changing 
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conditions.  Itie  Family  Rractioe  lexvioe  needs  to  ha^/e  full 
ocntrol  over  the  personnel  assets  assigned  to  operate  the  clinic 
and  implement  the  team  eppzcach.  Ihls  need  for  greater  control 
can  be  aooaipllshed  through  the  use  c£  a  product  line  management 
organization.  A  plan  to  reorganize  the  program  Is  offered  at  the 
Appendix. 
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FtXJTNOTES 

^Oonplaints  for  the  montii  of  F^r-jary  1991  were  eliminated 
fxan  the  study.  This  was  ti>3  month  the  gxound  war  in  Iraq 
oocurzed  and  there  there  coincidental  tel^hone  problems  with  the 
Badiatric  Mvioe  Line.  This  ccmbinaticjn  of  events  more  than 
quadrv^ed  the  nunber  of  oonplaints  registered  against  the 
Psdiatric  clinic. 

^Oonplaints  on  all  clinics  were  tallied  during  the  study  but 
were  not  examined  for  the  specialty  cliiiics.  Interestijngly,  the 
hi^iest  nurber  of  Gan!f>lalnts  for  the  year  for  ar^  of  the  ^»clalty 
clinics  was  14  for  the  Surgical  Clinic.  All  of  the  ooiplaints 
dealt  with  the  waiting  time  to  get  an  appointment  from  the  time  of 


request. 
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Table  1 


Huybyr*  and  of  co»pl<tnt«  by  cltnig  co»plalnt  categorr 


\  CLIWIC 

COWrUAINT  \ 


Ir.Aj^  acreaa 

lnAv!»>^uata  cara 
Ruda/indlffarant  traat aant 
lnada<4uata  follow-up 
Inaufficlant  aaalatance 

Total  coaplalnta 


Tarrant  accaaa 
Pareart  cara 
Parcant  traataant 
Parcant  follow-up 
Parcant  aaaiatanca 


PTC 

PPC 

cnoc 

IN  HCD 

08/CYN 

pros 

TMCS 

TOTAL 

AKNUJa 

ANfAJM. 

ANNUAL 

ANNUAL 

AN  ..UAL 

ANNUAL 

ANi<UAL 

ANNUAL 

t 

• 

• 

■ 

• 

• 

a 

a 

• 

a 

a 

• 

• 

a 

■ 

• 

a 

• 

J7 

30 

24 

23 

79 

79 

19 

271 

;i 

4 

29 

7 

10 

30 

23 

132 

17 

1 

9 

2 

4 

41 

2 

76 

7 

1 

4 

0 

7 

10 

0 

24 

1 

12 

11 

S 

10 

7 

7 

56 

fl 

• 

• 

• 

• 

• 

• 

■ 

• 

■ 

■ 

a 

1 

a 

a 

• 

a 

a 

58 

48 

77 

40 

118 

!67 

51 

559 

29.31« 

62.508 

31.178 

57.508 

66.958 

47.318 

37.258 

40.488 

36. 2U 

fl.338 

37.668 

17.508 

15-258 

17.968 

45.108 

23.618 

29. 3U 

2.008 

11.698 

5.008 

3.398 

24.558 

3.928 

13.608 

3.458 

2.008 

5.198 

5.938 

5.998 

4.298 

1.728 

25.008 

14.298 

20,008 

0.478 

4.198 

13.738 

10.028 
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Table  2 


Av«r«q«  nuab^r  ccieplaint* 

CLIHIC 

COnPLAXKT 

by  clinic 

tTC 

AVG 

and  cateqorr  per  sonth 

rpc  CHOC  iM  nco 

AVG  AVG  AVC 

0&/GYM 

AVG 

PCDS 

AVG 

TWCS 

AVC 

TOTAL 

AVC 

EACH 

CLINIC 

• 

Inadequate  acceaa 

1.55 

2.73 

2.18 

2.09 

7.18 

7.18 

1.73 

24.64 

3.52 

Inadequate  care 

1.91 

0.36 

2.64 

0.64 

1.64 

2-73 

2.09 

12 

1.71 

Rude/lndl f ferent  treat sent 

1,55 

0.09 

0.82 

0.16 

0.36 

3.73 

0.18 

6.91 

0.99 

Inadequate  follow-up 

0.18 

0.09 

0.36 

C 

0.64 

0.91 

0 

2.18 

0.31 

Inadequate  aaal stance 

0.09 

1,09 

1 

0.73 

0.91 

0.64 

0.64 

5.09 

0.73 

» 

Total  cosplalnts 

5.28 

4.36 

7 

3.64 

10.73 

15.19 

4.64 

50.82 

7.26 

» 
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Table  3 


ft 


Keftulf  of  ccapTlng  co«pl*lnf  P— tlr  Ffcttc*  »»tth  oth»r  PrlBary  Car*  Clinlo 

CLINIC  ETC  cnoc  IN  HCO  OB/GYN  PCDS  THCS  ALL 


Paailf  Practice  (PPC) 


Inadequate  acceea 

2.0402 

na 

na 

-5.2961 

-5.2961 

1.9034 

na 

Inadequate  care 

-3.6749 

-2.7681 

na 

-2.6649 

-3.3510 

-2.9601 

-5.1500 

Aude/lndlf ferent  treataent 

-4.1312 

-2.3489 

na 

na 

-8.7287 

na 

-6.8054 

Inadequate  foi low-up 

na 

na 

na 

-2.4495 

-2.7386 

na 

-1.8571 

Inadequate  aaalatance 

3.3472 

na 

na 

na 

na 

na 

na 

ft 

(All  resulta  reported  are  algnlficant  at  or  below  the  p  <  ,05  level.  df*20.) 
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Table  4 


Current  Staffing  of  Family  Practice 


BDsiticn 

Grade 

Auth 

Asgd 

Chief,  Family  Practice  Service 

05 

1 

1 

1 

Family  Fhysic’an 

04 

1 

1 

2 

Family  Krysician 

03 

5 

5 

1 

Clinic  NOOIC 

E6 

1 

1 

1 

Clinic  Head  Nurse 

GS9 

1 

1 

1 

Clinic  Nurse  (RN) 

GS9 

2 

2 

1 

Practical  Nurse  (LPN) 

GS5 

6 

6 

4 

Secretary 

GS5 

1 

1 

1 

Medical  Clerk  ( Ftooeptionist ) 

GS4 

2 

2 

2 

File  Clerk  (Medical  Rooortls) 

GS3 

2 

2 

2 

Avail 

1 

2 

1 

1 

1 

0 

4 

1 

2 

2 


Ttotal 


22  22  16  15 
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Table  5 


y»r»onn«l  ce»t«  u«ln«i  th«  current  TPA  iid  pro<luctl»ltT 


OTY 

Clinic  Chief  (OS)  1 

Staff  Phyalclan  (04)  1 

Staff  Phyalclan  (03)  5 

Staff  Phyalclan  (CS14  atep  S)  O 

Phyalclan' a  Aaalatant  (W03)  0 

Nuraa  I  •■aetltloner  (03)  O 

Clinic  HCOIC  (C6  over  12)  1 

Clinic  Head  Nurae  (CSS  atep  S)  1 

Kdvlca  Murae  (CSS  atep  S)  2 

Clinic  Kurae.  PH  (cSS  atep  S)  0 

Practical  Nuraa  (CsS  step  S)  « 

Nurao'a  Md  (CS2  atep  S)  0 

Sacratary  Typlnp  (oSS  atep  5)  l 

Medical  Clerk  (CSS  atep  S)  2 

rile  Clerk  (CS3  step  S)  2 

Total  staff  22 


Annus 1 

Annual 

Annual 

Visita  Tar 

Salsrr 

Total  coata 

Trovidar 

$105aSS6.00 

$105,556.00 

2968 

$66,853.00 

$66,653.00 

5976 

$69,665.00 

S34d.325.00 

29660 

$69,603.00 

$0.00 

$60,269.00 

$0.00 

$64,665.00 

$0.00 

$35,327.00 

S3S.327.00 

$29,145.00 

329.145.00 

$29,145.00 

$56,290.00 

$29,145.00 

$0.00 

SIS.  237. 00 

SllS.422.00 

S13.S3S.00 

$0.00 

$19,237.00 

S19.237.00 

S17.1SS.00 

$34,390.00 

SIS. 319. 00 

S30.S3S.00 

$663,163.00 

38844 

» 


» 


> 


» 


» 


Co»t  per  visit 


$22.22 
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Table  6 

F*r«onnel  costa  ualno  tha  HSC  *|taiaar  Model* 


OTt 

Clinic  Chief  <05)  1 

Staff  Physician  (04)  1 

staff  Physician  (03)  5 

Staff  Physician  (CS14  step  5)  0 

Physician's  Aaslatanr  (U03)  0 

Nurse  Practitioner  (03)  0 

Clinic  NCOtC  (C6  oeer  12)  1 

Clinic  Head  Nurse  (CS9  step  S)  1 

Advise  Nurse  (C$9  step  $)  7 

Clinic  Nurse.  AN  (CS9  step  S)  0 

Practical  Nurse  (csS  step  9)  6 

Nurse's  Aid  (CS2  step  5)  0 

secretary  typlns  (CS5  step  9)  1 

Medical  Clern  (CS4  step  9)  2 

Pile  ClerN  (CS3  step  9)  2 

••• 

Total  Staff  27 


Cost  per  visit  $24.76 


Annual 

Annual 

Annual 

Visits  Per 

Salarr 

Total  coats 

Provider 

$109,996.00 

$109,996.00 

3132 

$86,893.00 

$86,893.00 

6264 

$69,669.00 

$348,329.00 

31320 

$69,603.00 

$0.00 

$60,269.00 

$0.00 

$64,669.00 

$0.00 

$39-327.00 

$39,327.00 

329.149.00 

$29,149.00 

$29,149.00 

$204,019.00 

$29,145.00 

$0.00 

319.237.00 

$113,432.00 

$13,539.00 

$0.00 

$19,237.00 

$19,237.00 

917. 19$. 00 

934.390.00 

$15,319.00 

$30,639.00 

$1,008,908.00 

40716 

» 
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I 
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Table  7 

>rppo«*d  ataffinq  aodel,  1 


OTY 

Annusl 

Sslsrr 

Annual 

Total  coata 

Annual 

Vlalta  Per 

Provider 

Clinic  Chief  (oi) 

1 

SIOS.SSS.OO 

5105.556.00 

3132 

Stsff  Phrslclsn  (04) 

1 

586.853.00 

586.853.00 

6264 

staff  Phratclui  (03) 

5 

569,665.00 

5348.325.00 

31320 

Stsff  Physiclsn  (CSI4  stv  5) 

0 

569.603.00 

50.00 

Physiclsn's  Assistant  (WuJ) 

0 

560.269.00 

50.00 

Kursc  Prsctltlonsr  (03) 

0 

$64,665.00 

50-00 

Clinic  hCOlC  (E6  oeer  12) 

1 

$35,327.00 

535.327.00 

Clinic  H«sd  Aursa  (GS9  step  5) 

1 

529.145.00 

529.145.00 

Advlcs  Murse  (CS9  step  S) 

2 

529.145.00 

558.290.00 

Clinic  Nuraa.  lUt  (CSS  atep  S) 

0 

S29. 145.00 

$0.00 

Practical  Muraa  (csS  atep  S) 

4 

SIS. 237. 00 

576.948.00 

Kuraa'a  hid  (CS2  atap  5) 

7 

S13.S3S.00 

594.773.00 

Sacratarr  Trplnp  (CSS  atep  S) 

1 

519.237.00 

SIS. 237. 00 

Hadlcal  Clarit  (C34  atap  S) 

2 

S17.1SS.00 

$34,390.00 

Plla  Clarli  (CS3  atep  5) 

2 

St9.31S.OO 

530.638.00 

Total  Stsff 

27 

5919.482.00 

40716 

Cost  p«r  visit  S22.Sa 


s 


s 


i 


» 


» 


» 


» 


» 


•  s 


s 


s  •  • 


s 


Family  Practice 


Table  8 

Propo««d  staffing  node!.  >1 


Clinic  Chief  (OS) 

Staff  phyaician  (04) 

Staff  Phyalclan  (01) 

Staff  Phyalclan  (CS14  atap  5) 
Phyalclan'a  haalatant  (W03) 
Puraa  Practitioner  (ol) 

Clinic  HCOtC  (E6  oacr  12) 
Clinic  Head  Hurae  (CSJ  atep  S) 
Adalca  Nuraa  (CS9  atep  S) 
Clinic  Nuraa,  RN  (CS9  atep  S) 
Practical  Nuraa  (CSS  atep  5) 
Nuraa'a  Aid  (CS2  atep  S) 
Secretary  Typlny  (CSS  atep  S) 
nadleal  Clark  (CS4  atep  S) 

Plla  Cler)<  (CSl  atep  S) 

Total  staff 
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Annual 

Annu«l 

Annual 

vlaita  Par 

OTY 

Salary 

Total  eoata 

Proaidar 

1 

S105,%56,00 

SIOS. 956.00 

3132 

1 

SaS.8S3.00 

$66,853.00 

6264 

5 

369.S6S.00 

5346.325.00 

31320 

0 

369.603.00 

so.  00 

0 

360.269  00 

so. 00 

0 

S64,66S.OO 

so.  00 

1 

SIS. 322. 00 

$35,327.00 

1 

S29,14S.OO 

$29,145.00 

2 

$29.14S.00 

$58,390.00 

0 

S39.14S.00 

$0.00 

i 

319.237.00 

ST6.94S.uo 

4 

S13. 539.00 

SS4.1S6.00 

1 

919.237.00 

S19. 237.00 

2 

S1T.19S.00 

S34.390.00 

2 

SIS. 319. 00 

S30.63S.00 

24 

sSTs.ass.oo 

40*p.5 
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FIGURE  CAPTIONS 

Current  model  of  acoess  to  health  care. 


Figure  2.  Gateway  to  Care  health  care  access  model. 


L  Currait  organization  chart. 


Figure  4.  Family  Practice  clinic  layout. 

Guide  to  nimber  nunbering  scheme: 

I  -  laundry  supply  roan 

2,  21,  26,  28,  30  -  Physician  offices 
3  -  Isolation/exam  room 

4,  12,  13,  16,  20,  22,  23,  27,  29,  31  -  Exam  Rooms 

5  -  Treatment/procedure  roan 

6  -  Mechanical  room 

7  -  Triage  area 

8  -  Supply  Room 
9,  10  -  Restrooms 

II  -  Waiting  area 

14  -  Housekeeping 

15  -  Administrative  S'jpplies 

17  -  Secretary 

18  -  Imnunizatlans 

19  -  Conference  Roan 
25  -  Laboratory 

32  -  Head  Nurse 

33  -  Records 

34  -  Reo^tion  Desk 

Figure  5.  I’ropoeed  organization  of  Family  Practice 


Current  Access  Model 


Figure  1 


Gateway  Access  Model 


Figure  2 


Family  Practice  Service 

(Current  Organization) 


Figure  3 


Figure 
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Family  Practioe  Reorganization  Plan 

1.  RJRPOSE:  Ttiis  plan  discusses  the  reorganizaticn  of  the  Family  Practioe 
program  to  support  the  Gateway  to  Care  initiative. 

2.  MISSION  STATn^ENT:  In  accordance  with  HSC  Regulation  10-1,  to  provide 
diagnoses,  care,  and  treatment  of  all  patients  caimensurate  with  the  highest 
standards  of  quality  patient  care.  In  addition:  to  support  the  goals  of  the 
Gateway  to  Care  program  through  the  establishment  of  a  primary  care  base  and 
tlie  careful  managanent:  of  individual  patient  health  care. 


3.  NEEDS  ASSESSMJ/T: 

a.  Ttie  goals  of  the  Gateway  to  Care  initiative  are 

( 1 )  to  iiiprove  access  to  medical  care 

(2)  to  imploTCint  a  primary  care  delivery  base 

(3)  to  iiiprove  the  quality  of  care 

(4)  to  inprove  customei  satisfaction 

(5)  to  contain  the  rapit.  v  escalating  costs  of  medical  care 

b.  Characteristics  of  the  bene  .Iciary  population 

(1)  Acxnrding  to  the  Directorate  for  Resource  Managesnent,  Health 
Scrviocs  COmrond,  the  beneficiary  population  can  be  sunniarizod  as 
follows: 

(a)  Total  beneficiaries:  50,131 

(b)  Population  break  out: 


Arje 

I  Group 

Active 

Duty 

Dependents 
of  Active 
Duty 

Retired 

L/C  pendents 
of  Retired 

Survivors 

6  Other 

TVjtal 

0  17 

0 

15,471 

0 

1,418 

314 

17,203 

1  '-1 

15,952 

10,876 

1,961 

2,607 

406 

31,802 

0'.- 

0 

28 

555 

327 

216 

1,126 

tcjU)  : 

15,952 

26,375 

2,516 

4,352 

936 

50,131 

vt 

Total 

31,82% 

52.61% 

5.02% 

8.68% 

1.87% 

100% 

Family  Practioe 
81 


Sex 

Active 

Duty 

Dep. 

Active 

Duty 

Ret. 

D^. 
of  Ret. 

Surv. 

and 

Other 

Total 

%  of 
Total 

^tlle 

14,724 

8,438 

2,498 

1,041 

192 

26,893 

53.65% 

Female 

1,228 

17,937 

18 

3,311 

744 

23,238 

46.35% 

c.  Ncxxls  of  the  beneficiary  population 

(1)  expanded  primary  care  delivery  base 

(2)  ready  aooess  to  specialty  care;  particularly  in  the  areas  of 
(based  on  Fy90  CHAMFTJS  ncn-availability  statements  (NAS)  issued): 

(a)  Obstetrics  (159  NAS) 

(b)  Psychiatry,  Group  1  (144  NAS) 

(c)  Internal  modicine  (36  NAS) 

(d)  General  surgery  (33  NAS) 

(e)  Gynecology  (16  NAS) 

(f)  Orthopodics  (11  NAS) 

4.  SITUATION  ANALYSIS: 

a.  Internal  Strengths 

(1)  Dedicated  Family  Practice  staff 

(2)  Responsive  ancillary  support  staff 

(3)  Demonstrated  fiscal  responsibility 

(4)  Authority  to  use  health  care  funds  as  determined  by  the 
ocnuBnder 

(5)  Authority  to  adjust  staff  to  requirements 

b.  Internal  Weaknesses 

(1)  Little  experic^nce  in  managed  care 

(2)  LoMer  compensation  rates  for  nursing 

(3)  Low  provider  to  nursing  staff  ratio 

c.  External  Opportunities 

(1)  Promise  of  physician  staffing  to  full  authorizations 

( 2 )  Opportunity  to  negotiate  directly  with  local  providers 

(3)  Excess  capacity  in  local  hospitals 

(4)  "High  volunc"  market  potential 
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d.  External  ITuneats 

(1)  Raesible  Ocngiesslcnal  acticns  to  Umlt/stop  Gateway 

(2)  FOsslble  local  xesistanoe  to  partlc:ipate  in  HND  plans 

(3)  Rissible  local  reslstanoe  to  loss  of  nomal  CHAMRJS  rates 

(4)  No  requirement  for  mandatory  enrollment  in  Gateway 

5.  ASSUKPTIC»>E: 

a.  Family  Practice  will  receive  additional  physicians  to  bring  provider 
strength  up  to  the  authorized  seven  positions. 

b.  Gateway  will  provide  authorixation  to  modify  the  TEA  to  meet  mission 
requirements. 

c.  Requited  nursing  staff  can  be  obtained  throu^  the  civilian 
personnel  system. 

d.  Each  physician,  except  the  Chief  of  the  Family  Practioe  Clinic, 
will  have  a  panel  of  500  families  (approximately  1650  patients).  The 
Chief  will  have  a  panel  of  250  families.  The  total  estimated  population 
to  be  enrolled  in  Family  Practioe  is  approximately  10,725. 

e.  Additional  physicians  will  be  added  if  Gateway  enroUees  roguest 
assignment  to  Family  Practioe. 

f.  Funding  will  be  available  for  the  additional  personnel. 

g.  Ihe  proposed  organization  will  be  sufficient  to  handle  appraxJmately 
522  visits  per  physician  per  month. 

h.  Savings  generated  by  closer  management  of  patient  care  will  exceed 
the  additional  costs  in  Family  Practice. 

Irplcmentation  Plan 

CXiiding  principals  of  luplementatlon 

Achieve  and  maintain  oemnand  support 
Build  and  maintain  consensus  and  flexible  attitudes 
Ebqpoct  confusion,  maintain  flexibility,  tolerate  faults 
Use  excessive  positive  reinforcement  for  successes 


luplementatlon  Steps 

D-75  1.  Identify  personnel  requirements  to  round  out  existing  providers 

with  teams.  Each  team  will  be  oonposed  of  two  physicians,  two 
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nurses,  and  one  nurse’s  aid.  Nurses  vd.ll  be  assigned  to  work  with 
particular  physicians.  Ihe  nurse's  aid  will  assist  the  nurses  in 
the  team. 

ACTION:  ^^nin  Resident 

O-70  2.  Present  the  concept  to  the  Connand  Group  to  generate  decision 

maker  si^pport.  Wie  use  of  teatns  will  require  additional  personnel; 
primarily  nurse's  aids.  Rating  control  of  all  Family  Practice 
personnel  nust  be  transferred  to  the  service. 

ACTION;  A±nin  Resident 

D-68  3.  Educate  family  practice  leadership.  Discuss  the  proposed 

reorganization  with  the  physician  and  nursing  staff.  Explain  the 
concept  of  teams  aligned  with  installation  units  and  conposition  of 
the  teams.  Discuss  the  inpact  of  the  additional  patient  care 
management  reqporaibil  ities,  and  clinic  management  re^xmsibllities. 

ACTION:  A±nin  Resident 

D-65  4.  Recruit  an  experimental  team.  The  initial  team  will  require 

one  nurse  and  one  nurse's  aid.  Personnel  Division  will  release  and 
monitor  the  request  for  hiring  action. 

^iCTION:  Chief,  Personnel  Division 

D-35  5.  Select  the  experimental  team.  The  Chief,  Department  of  Primary 

Care  and  CamTunity  Medicine  will  assign  the  team  members,  physician 
and  nursing  personnel,  to  the  team.  This  action  may  be  delegated  to 
the  Chief,  Family  Practice. 

ACTION:  Chief,  Department  of  Prinory  Care  and  Community  Medicine 
(DPOCM) 

D-7  6.  Train  new  enployees.  New  enployees  will  be  given  the  standard 

orientation  to  the  clinic  functions  and  procedures.  Members  of  tlv2 
experix  anta^  team  will  have  the  team  concept  explained. 

ACTION:  Chief,  Family  Practice 

D-Day  7.  Form  an  experimental  team.  Assignments  to  the  initial 

experimental  team  will  be  flnalizod  and  tt«  team  will  be  fomed. 

An’ICN:  Chief,  Family  Practice 
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D-Day  8.  Test  the  t^m  cxxoept.  An  initial  one  month  test  of  the  team 
approach  will  be  oonducted  to  evaluate  the  ocno^t. 

Dfl  -  a.  Document  benefits  of  the  team  approach: 

1)  Access;  monitor  a)  panel  size,  b)  time  from  the  date 
of  request  to  the  date  of  appointment  for  routine,  urgent, 
and  follow  up  appolntm^ts,  and,  c)  waiting  time  in  the 
clljrd.c  from  the  time  of  sign-in  to  the  time  the  patient  is 
seen  by  a  team  member. 

2)  Patient  satisfacticn:  monitor,  a)  patient  ocnplaints, 
and,  b)  oonmendatory  oonments  by  patients. 

3)  Staff  satisfaction:  obtain  the  comments  of  the  team 
staff  on  the  functioning  of  the  team. 

4)  Work  flow:  monitor  the  availability  of  nursing  staff 
oi  the  team  to  take  some  of  the  administrative  burden  off 
of  the  physician.  Indicate  tasks  that  nursing  staff  can 
do  that  were  being  done  by  a  physician. 

5)  Cost  savings:  track  cases  that  vculd  hctve  been 
leferred  to  a  specialty  clinic  under  the  old  system  but 
were  kept  in  Family  Practioe. 

6)  Quality  of  care:  record  any  improvements  in  the 
ability  to  provide  high  quality  patient  care  and  problems 
associated  with  patient  mcnitoring. 

ACTICN:  Team  leader 


Df31  b.  Evaluate  the  results  of  the  test  period. 

ACTION:  Chief,  Family  Practioe 

Df38  9.  Assuning  the  team  approach  is  beneficial,  gain  approval  for 

oontlnuatlcn  from  oonnond  group.  Coordinate  a  Command  introdixrtlon 
to  a  Family  Practioe  seminar  to  discuss  the  outcome  of  the  test 
period.  Ihls  will  permit  the  positive  reinforoement  for  the  use  of 
the  team  approach. 

ACTION;  Chief,  DPCXW 

D*45  10.  Conduct  a  seminar  with  the  personnel  from  Family  Practioe  to 

discuss  the  results  of  the  test.  A  representative  from  the  Command 
Group  should  be  present  to  make  Introductory  remarks  and  praise  tie 
personnol  involved. 
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a.  Discuss  the  new  medical  delivery  system.  Delineate 
benefits  and  problems  encountered  during  the  test  period. 
Discuss  suggestions  for  refining  the  system. 

ACTION:  Chief,  Family  Practice 

b.  Educate  physicians  and  nurses  on  liivilian  personnel 
procedures  for  managers.  With  the  new  rating  scheme,  all 
personnel  need  to  be  familiar  with  their  individual 
responsibilities. 

ACTION;  Chief,  Personnel  Divisicn 

11.  Prioritize  hiring  actions  for  additional  personnel  needed  to 
ooiTplete  the  reorganization. 

ACTION;  Chief,  Family  Practice 

12.  Recruit  the  renaining  team  members. 

ACTION:  Chief,  Itersonnel  Division 

13.  Select  the  remaining  team  members. 

ACTION:  'I\eam  leaders 

14.  Train  new  enplpyees  as  in  step  6. 

ACTION:  Team  Leaders 

15.  Form  teams  with  all  remadning  personnel  to  oonplete  the 
reorganization. 

ACTION:  Chief,  Family  Practioe 

16.  Test  the  integrated  team  ooncept.  This  test  will  be  conducted 
for  a  six  month  period  using  the  fully  reorganized  model. 

a.  Doament  benefits:  Use  the  same  prooodures  as  step  8. 
ACTION:  Team  Leaders 

b.  Evaluate  the  results  of  the  test  period. 

ACTION:  Chief,  Family  Practice 
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D*192  17.  Assunlng  t±a  full  team  reorganization  has  proven  to  be 

beneficial,  gain  approval  far  continuation  fixam  ocnmand  group. 
Ooordirate  a  Oonmand  introduction  to  a  Family  Practice  seminar  t 
dlgnisa  the  outrcme  of  the  test  period.  This  vri.ll  permit  the 
pocitlve  reinforcement  for  the  use  of  the  team  approach  and 
successful  reorganization  of  Family  practice. 

ACTIC3N;  Chief,  DPCCM 

I>197  20.  Conduct  a  seminar  vd.th  the  personnel  from  Family  Practice  to 

d-ioni-cgi  the  results  of  the  test.  A  representative  from  the  Ccmmand 
Group  should  be  present  to  make  introductory  remarks  and  praise  the 
perscnnel  Involved.  Discuss  the  new  medical  delivery  system. 
Delineate  benefits  and  problems  encountered  during  the  test  period. 
Discuss  suggestions  for  refirvLng  the  system. 

ACTION:  Chief,  Family  Practice 

Annually  21.  Evaluate  the  system.  As  was  done  in  steps  8  and  16,  t±ie 

monitoring  and  evaluation  of  the  Family  Practice  Clinic  should  be  an 
ongoing  program.  A  famel  evaluation  should  be  oonducted  at  least 
annually  to  determine  if  additional  modifications  axe  needed. 

ACTION:  Chief,  Family  Practice  and  Chief,  Department  of  Primary 
Care  and  Gonrunity  Medicine 


